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From my 
perspective 

T he residency review committee (RRC) for 
dermatology is seeking to establish a 
subspecialty in dermatological surgery 
As a first step toward instituting the new 
subspecialty the RRC for dermatology has submit- 
ted proposed training program requirements to the 
Accreditation Council for Graduate Medical Edu- 
cation (ACGME) . The proposal calls for creating a 
12-month fellowship program in dermatological 
surgery Individuals who complete this program 
would then be eligible for board approval. 

The College has significant concerns about the 
proposed dermatologic program requirements, and 
we expressed our views in a December 1 , 2000, let- 
ter to the ACGME. 

Flaws in the proposal 
Dermatologists traditionally have performed 
minor operations and Mohs’ micrographic proce- 
dures. The training program proposed by the RRC 
for dermatology however, would allow their pro- 
grams to go further and create “surgeons,” who 
could perform a much broader range of operations 
including hair replacement, tumescent liposuction, 
soft tissue augmentation, fat transplantation, 
wound closure techniques, grafts, and flaps. The 
emphasis would be on teaching dermatologists the 
surgical techniques involved in these procedures. 
Little consideration would be given to the analytic 
skills surgeons need to determine whether the pro- 
cedures should be performed or how to manage 
patients postoperative^. 

The ACS Advisory Councils for the Surgical Spe- 
cialties, during their recent meetings, universally 
agreed that such a wide range of surgical proce- 
dures could not be adequately taught in a 12-month 
period. With a very constructive attitude and with- 
out specialty conflicts, the advisory councils deter- 
mined that the plan was untenable. 

Additionally, much of what is proposed in the 
dermatological fellowship program would focus on 
outpatient surgery; therefore, peer review pro- 
cesses would not be applied. The ongoing review 
of the results of inpatient operations allows sur- 



tfHow much and what sort of 
training should physicians 
have if they are to be called 
surgeons? W 


geons to evaluate quality of care and patient safety 
and, hence, contributes greatly to the residents 5 
ability to learn and improve. 

Appropriate training for surgery 
This issue raises a very fundamental question: 
How much and what sort of training should phy- 
sicians have if they are to be called surgeons? The 
College considers physicians to be surgical special- 
ists when they hold valid certification from a sur- 
gical specialty board approved by the American 
Board of Medical Specialties. There are currently 
10 of these boards, which, through the individual 
RRCs, lay out the specifics of their respective train- 
ing programs — all of which last at least four years. 
Incorporated into these approved programs are a 
number of educational areas that take years to 
cover and that the College believes are necessary 
components of surgical training. These subjects 
include basic science, anatomy, anesthesia, ethics, 
surgical techniques, wound healing, the diagnosis 
and management of shock, pathology, pharmacol- 
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ogy, oncology, epidemiology, legal and regulatory 
issues, quality assurance, ongoing self-assessment, 
and others. 

Thus, we maintain that surgeons are not just 
technicians who possess the skills to do operative 
procedures, but professionals who have a panoply 
of abilities that allow them to employ surgical strat- 
egies properly and safely and who are involved in 
the entire spectrum of the surgical patient's care. 
Before one can be considered a surgical specialist, 
he or she must have a solid understanding of a wide 
variety of educational and technical areas. 

Further, much of what is taught during surgical 
resident training culminates in cultivating the ul- 
timate criteria used to evaluate surgeons — their 
use of judgment. The College has strongly adhered 
to the concept that appropriately constructed 
training programs endow surgeons with the skills 
they need to select patients who will benefit from 
surgery, to have an appreciation of disease pro- 
cesses, and to manage potential postoperative com- 
plications. Developing these faculties takes a sig- 
nificant amount of time and exposure to many 
patients in different settings. 

Ours is now a highly scrutinized profession; 
hence, more than ever there is a need for compre- 
hensive training programs that will prepare gradu- 
ates for the complexities of practice. These pro- 
grams cannot be amended and adapted to one-year 
courses that have technique as the major focus. We 
must be certain that graduates of surgical train- 
ing programs have the necessary capabilities, so 
they can continue to garner public trust. 

,4/i issue worth fighting for 

The American College of Surgeons has taken a 
strong position by discouraging the ACGME from 
approving the proposed one-year dermatological 
surgical fellowship, asserting that it lacks the com- 
prehensiveness of the other surgical training pro- 
grams. It does not, in our view, meet the criteria 
for producing surgical specialists. 

Clearly, some surgical techniques can be learned 
in one year, but the evaluation and treatment of 


patients cannot. Granted, some aspects of train- 
ing could be shortened, and although we may de- 
bate what should be included in residency pro- 
grams, we all surely agree that it goes beyond tech- 
nique. It would be ill-advised for the ACGME to 
disregard the basic principles of training and al- 
low this proposal to pass. We await the ruling of 
the ACGME on this topic and remain firm in our 
commitment to surgical training that involves a 
comprehensive disease-oriented, patient -focused 
approach. 

As the forces of change hover over our profes- 
sion, your comments on this topic would be appre- 
ciated. 



Thomas R. Russell MD, FACS 


If you have comments or suggestions about this or 
other issues, please send them to Dr. Russell at 
fmp@facs.org. 
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FYI: STAT 



T his column provides brief reports on important items of interest 
to members of the College. It will appear in the Bulletin when 
there is "hot news " to report. In-depth coverage of activities announced 
here will appear in columns and features published in the Bulletin 
and in the College's weekly electronic newsletter, ACS NewsScope. 


A newly appointed Health Policy Steering Committee held its first 
meeting in Washington, DC, on February 19, Established by the Colleges 
Board of Regents, the committee will identify public policy issues and 
concerns affecting surgeons and their patients and coordinate ACS ac- 
tivities related to those issues. Fellows appointed to the committee rep- 
resent a broad spectrum of surgical specialties and practice settings. 


A new pilot program providing a Webcast of five scientific sessions 
from the 2000 Clinical Congress is now available through the 
College’s Web site at http:ffwww.facs.org. Approximately 12 total hours 
of lectures are available on the following subjects: critical pathways; 
pain control in the ICU; evaluating operative and perioperative risks 
in the elderly; medical errors: improving patient safety; and minimiz- 
ing operating room catastrophes. 


At their February 9-10 f 2001 meeting, the Board of Regents approved 
the development and implementation of a CME Joint Sponsorship 
Program within the College’s Office of Continuing Medical Educa- 
tion. The program is intended to: enhance relationships with regional 
surgical societies by providing a cost-effective mechanism for those or- 
ganizations to grant CME credit to their members; to provide a mecha- 
nism for such educational collaboration; and to extend the scope of 
College-sponsored CME activities through relationships created with 
joint sponsorship affiliates. 


A Statement on Diversity was presented to the Board of Regents by 
the Committee on Chapter Activities of the Board of Governors and 
was approved by the Regents on February 9, 2001. The statement will 
be published in an upcoming issue of the Bulletin. 


The establishment of a Regental Committee on Minority Issues was 
proposed to the Board of Regents by the Board of Governors Commit- 
tee on Chapter Activities and was approved by the Board on February 
9, 200 1 . The committee will study educational, professional, and health- 
related issues of underrepresented minority surgeons and patients, and 
will seek relevancy and support by the College through its mission, poli- 
cies, and programs. 
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Dateline Washington 


prepared by the Washington Office T Health Policy and Advocacy Department 


Patients’ Bill of 
Rights continues 
to rank high on 
policy agenda 

On February 7, the College sent a letter to President Bush urging 
him to ensure that a strong Patients’ Bill of Rights is enacted to create 
a truly level playing field with respect to liability exposure for physi- 
cians and health plans. This is the same message that the College ex- 
pressed in a letter sent to key senators and representatives last year. 

The College continues to urge the adoption of a comprehensive Pa- 
tients' Bill of Rights that includes an independent external appeals 
mechanism, access to specialty care, and a ban on “gag clauses/' In 
addition, the College supports patients' right to sue their health plan if 
they are harmed by its medical determinations. As a compromise to 
this controversial provision, some members of Congress have proposed 
capping noneconomic and/or punitive damages in the case of malprac- 
tice suits brought against health plans. In its letter to the President, 
the College argued that it would be unfair to enact a Patients’ Bill of 
Rights that caps damages for lawsuits brought against health plans 
without also capping damages for suits brought against physicians. 

On a related note, Senators John McCain (R-AZ) and Edward 
Kennedy (D-MA) announced their plans to introduce managed care 
reform legislation that will include most of the protections proposed 
in legislation that the House passed (and the College endorsed) in 
the last session of Congress. This new legislation is also expected to 
have the support of Rep. Greg Ganske, MD, FACS (R-IA). One im- 
portant difference is that this year's legislation would cap punitive 
damages against health plans at $5 million. President Bush has in- 
dicated that he would like to see Congress pass strong tort reforms 
as part of any Patients’ Bill of Rights. 

HCFA announces 
new Medicare 
survey 

On February 2, the Health Care Financing Administration (HCFA) 
announced its plans to conduct a survey of 9,000 practitioners and 
providers to determine what these individuals and organizations 
need to know about accurate Medicare claims submission and what 
they believe would be the best methods for obtaining that informa- 
tion. The draft survey Is open to public comment and is currently 
under review by the Office of Management and Budget as required 
by the Paperwork Reduction Act. 

The survey is one aspect of a Provider Education Project being 
conducted by the Medicare program. Medicare officials say they will 
use the results of the survey to create an education program that 
will help physicians and others “submit Medicare claims that get 
paid quickly and accurately the first time.” More information about 
the proposed survey can be found at www.hcfa.gov/regsf 
prdact95.htm: comments on the draft are due by April 3, 2001. 

OIG releases 
reports on 
EMTALA 

On January 22, the Department of Health and Human Services’ 
Office of Inspector General (OIG) released two reports regarding 
the Emergency Medical Treatment and Labor Act (EMTALA). The 
first report, Survey of Hospital Emergency Departments, describes 
the results of a mail and telephone survey of emergency depart- 
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merit managers, physicians, nurses, and registration staff, as well 
as on-call physicians, regarding each group's familiarity with the 
EMTALA mandates. Among other things, respondents raised con- 
cerns about the cost of uncompensated care and difficulties with 
staffing on-call panels. The top five specialties mentioned as being 
of concern with respect to on-call coverage were: neurosurgery: car- 
diovascular surgery: pediatrics and subspecialties; orthopaedic sur- 
gery: and obstetrics/gynecology and neonatal services. 

The second report, The Enforcement Process, examines the mecha- 
nisms by which the federal government enforces EMTALA and sug- 
gests areas in which HCFA can improve the process — increasing 
oversight of regional offices, improving data collection and access, 
and establishing an EMTALA technical advisory group. 

The full text of both reports can be accessed on the OIG’s Web 
site at http:ffwww.hhs.gov/oig/oei/whatsnew.htmL 


HCFA announces 
change in 
anesthesia 
supervision rules 


In a regulation issued on January 18, HCFA confirmed its plans 
to change the Medicare and Medicaid hospital conditions of partici- 
pation for anesthesia services. Under the new rules, state licensing 
laws will determine which professionals are permitted to adminis- 
ter anesthetics in hospitals and ambulatory surgical centers that 
participate in the Medicare and Medicaid programs. This change 
eliminates a federal requirement for physician supervision of certi- 
fied registered nurse anesthetists who administer anesthesia in ac- 
cordance with their scope of practice under state law. The published 
rule indicates the effective date is March 19. Because of a regula- 
tory review plan announced by President Bush in the first days of 
his new administration, however, that date has been postponed by 
at least 60 days. 

Objecting to the proposed change in Medicare rules, a coalition of 
nearly 100 national and state medical and surgical specialty societ- 
ies, including the College, wrote to Health and Human Services 
Secretary Tommy Thompson on February 1, asking him to rescind 
the final rule until scientific evidence is available about the safety 
of changing the supervision requirement. 
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What surgeons 
should know about... 


The OIG’S compliance guidance for 
individual and small group practices 

by Cynthia A . Brown , Associate Director Health Policy and Advocacy Department 




T he Office of the Inspector General (OIG) of 
the Department of Health and Human Ser- 
vices (HHS) published guidelines in the Fed- 
eral Register on October 5 , 2000, which are intended 
to assist physicians in their efforts to comply with 
increasingly complex federal health program rules 
and policies. The OIG’s Compliance Guidance for 
Individual and Small Group Physician Practices 
outlines a variety of business practices physicians 
may adopt that, in the agency’s view, will help them 
avoid submitting erroneous claims or engaging in 
unlawful conduct. 

The most recent guidelines were based on com- 
pliance material that the OIG issued previously for 
eight other sectors of the health care industry* 
Like those documents, the physician guidelines de- 
scribe seven basic compliance plan elements: 

* Conducting internal monitoring and audit- 
ing. 

* Implementing compliance and practice stan- 
dards. 

• Designating a compliance officer or contact. 
* Conducting appropriate training and educa- 
tion. 

• Responding appropriately to detected of- 
fenses and developing corrective action. 

* Developing open lines of communication. 

* Enforcing disciplinary standards through 
well-publicized guidelines. 


* Compliance guidance also has been issued for the following: 
hospitals, clinical laboratories, home health agencies, durable 
medical equipment suppliers, third-party billing companies, 
hospices, Medicare + Choice organizations offering coordinated 
care plans, and nursing facilities. All of these documents are 
available on the OIG Web site at http://www.hhs.gov/oig in the 
“Electronic Reading Room/ 


The physician compliance document is lengthy 
and includes a variety of detailed suggestions that 
are intended to be helpful for specific situations. 
As a result, it is not possible to provide a detailed 
summary of its contents here. Nonetheless, Fellows 
in solo and small group practices may find answers 
to the following questions helpful as they decide 
whether and how to implement compliance pro- 
grams of their own. 

Q Do these new guidelines impose new 
• mandates or rules on my practice? 

A No. Like the guidance documents issued 
+ by the OIG for other sectors of the health 
care industry, adoption of the compliance program 
elements described in the physician guidelines is 
voluntary. The agency issued the document in re- 
sponse to physicians" fears about the growing num- 
ber of complex regulations imposed on them and 
the increased federal emphasis on monitoring and 
enforcing compliance. 

Q Does the OIG really expect individual 
« and small group practices to develop 
internal compliance programs that are as de- 
tailed and extensive as those used by hospi- 
tals and other providers, which have much 
greater financial and staffing resources? 

A No. In fact the OIG notes that, “unlike 
• other guidances issued... this guidance 
for physicians does not suggest that physician 
practices implement all seven components of a 
full scale compliance program.” Because of their 
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limited resources, the OIG intends for physi- 
cians to only consider adopting the document's 
step-by-step approach if they choose to develop 
and implement a compliance program. In other 
words, it provides the OIG’s views on the fun- 
damental components of physician practice com- 
pliance programs and suggests the principles 
that a practice might consider when developing 
its compliance program. 

9 Given all the paperwork my office 
v handles already, why would we vol- 
rily choose to implement a compliance 
program? 

A According to the OIG, there are many good 
• reasons for a physician practice to imple- 
ment a compliance program: 

* To speed and optimize payment of claims. 

* To minimize billing mistakes. 

* To reduce the chances that an audit will be 
conducted by the Health Care Financing Admin- 
istration (HCFA) or the OIG. 

* To avoid conflicts with self-referral and anti- 
kickback statutes. 

Some possible benefits of implementing a com- 
pliance program are not explicitly stated. For ex- 
ample, physicians may assume that actively imple- 
menting an internal compliance program in- 
creases their chances of surviving any future au- 
dits by federal officials. At the very least, they hope 
that demonstrating a good-faith effort to comply 
with federal program rules will grant them some 
protection against severe monetary or criminal 
penalties if problems are uncovered. 


The OIG makes no promises of immunity or fa- 
vorable treatment. Instead, the agency only em- 
phasizes its belief that adopting these recom- 
mended business practices will improve a 
practice’s chances of complying with federal pro- 
gram rules. In that way, the guidelines offer phy- 
sicians some measure of protection against fu- 
ture audits. In other words, the business prac- 
tices proposed by the OIG may decrease the like- 
lihood that a physician will commit errors or en- 
gage in activities that are likely to trigger an 
audit (or be discovered if an audit is conducted) . 
The document also stresses that federal officials 
have neither the interest nor the authority to 
impose severe civil or criminal penalties on phy- 
sicians who commit innocent billing errors. 

Q How does the OIG define a “small” 
i group practice? 

A Mindful of the wide variety of physician 
• practice types and settings, the OIG re- 
frains from defining a small or large group based 
on the number of physicians involved. Instead, the 
agency states its intent to direct the guidance to- 
ward those physician practices with financial and 
staffing resources that are too limited to allow them 
to implement full-scale, institutionally structured 
compliance programs as set forth in the Third 
Party Medical Billing Guidance and other previ- 
ously released material. 

9 Assuming that my practice does de- 
• velop a compliance plan, where do 
egin? 
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A The OIG recommends that physicians he- 
ft gi n t he p race ss of de ve 1 opi ng a compliant e 
plan by first reviewing their own experiences with 
billing problems and other compliance issues. This 
may involve examining claims that have been de- 
nied or that have resulted in repeated overpay- 
ments. 

As part of the first element of a typical compli- 
ance plan (auditing and monitoring) , the GIG rec- 
ommends that bills and medical records be re- 
viewed periodically for compliance with coding, 
billing, and documentation requirements, A 
baseline or benchmark audit should be conducted 
first to allow the practice to chart its compliance 
efforts and document changes in the number of 
claims paid or denied. This should be done shortly 
after education and training programs for prac- 
tice personnel are completed. Following the ini- 
tial self-audit, the OIG recommends that periodic 
audits be conducted at least once a year to ensure 
that the compliance program is being followed. 

Q What happens if problems are identi- 
# fled through these self-audits? 

A The OIG stresses that one of the most 
ft important components of a successful 
compliance audit protocol is "an appropriate re- 
sponse when the physician practice identifies a 
problem," The guidelines note that these actions 
might include: (1) generating a repayment to 
Medicare or other appropriate payor from which 
an overpayment was received; or (2) consulting 
with a coding or billing expert to determine the 
next best course of action. According to the OIG, 
“There is no boilerplate solution to how to 
handle problems that are identified." Nonethe- 
less, it stresses that an effective compliance pro- 
gram must include a system for responding to 
and reporting potential problems and for main- 
taining and preserving records about problem 
issues and the subsequent responses. 


Q Self-auditing and monitoring can 
« help physicians uncover their 
practice’s risk areas. However, there are so 
many rules and regulations that may affect 
my practice. Does the OIG provide any di- 
rection about specific risk areas that merit 
particular focus beyond those problems we 
may have encountered already? 

A To assist physicians in performing an 
ft initial assessment of their compliance 
risks, the OIG developed a list of four potential 
risk areas that merit particular attention for 
most practices. 

* Coding and billing problems. The OIG cites 
many clearly fraudulent activities such as billing 
for items or services not provided or misusing pro- 
vider identification numbers. Other potential 
problems may also arise due to inadvertent errors, 
such as submitting claims for services and sup- 
plies not deemed reasonable and necessary, unbun- 
dling procedures codes, and failing to use coding 
modifiers properly. The OIG states that written 
standards and procedures can help ensure that 
coding and billing are based on medical record 
documentation and properly reviewed for accu- 
racy 

* Documentation. Timely, accurate, and com- 
plete documentation of diagnosis and treatment 
helps verify that bills submitted are accurate and 
appropriate. Medical records may also be used to 
validate the site of service, the appropriateness of 
the service, billing accuracy, and the identity of the 
caregiver. Surgeons should heed a phrase com- 
monly used by HCFA staff: “If it's not documented, 
it didn’t happen." 

* Improper inducements. Remuneration for 
patient referrals is illegal because it can distort 
medical decision making, cause overutilization of 
services, stifle competition, increase the costs of 
care, and harm quality of care. Consequently, the 
OIG strongly urges physicians to develop stan- 
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Resources on the Web 

HHS Office of the Inspector General 
Compliance program guidance: 

http://oig. hhs .gov/med comp/in dex. h tm 
Advisory opinions: 

http://oig. hhs .go vfa dvopnf index, htm 
Anti-kickback and safe harbor information: 
http://oig. hhs govfakf index. htm 
Fraud alerts: 

http.ffoig. hhs.gov/frdalrt/in dex. h tm 
Individuals and entities excluded from federal 
programs: 

http://oig/hhs. go v/cumsan/in dex/h tm 

Health Care Financing Administration 

Advisory opinions on self-referrals: 
http://www. he fa .govfregsfaopf 
Carrier contact information: 

http: ff www. he fa .go vfmedi ca refinca rdir h tm 
Computer-based training: 

http: ff www. medicaretraining, com 
http: ff www. hcfa.govfmedlearn 
Information for plans and providers: 

httpJfwww. he fa .go vf audience/ plan prov. htm 
Local medical review policies: 
httpJfwww. Imrp . net 


dards and procedures that encourage compliance 
with anti-kickback and self- referral statutes. In 
particular, arrangements with hospitals, hos- 
pices, nursing facilities, home health agencies, 
durable medical equipment suppliers, pharma- 
ceutical manufacturers, and vendors are areas 
of potential concern. The OIG generally recom- 
mends that physician practices consult with le- 


gal counsel familiar with the anti-kickback and 
physician self- referral statutes before entering 
into business arrangements that involve mak- 
ing referrals. Also, problems may be raised by 
improper inducements made to patients in the 
form of waived coinsurance or deductible 
amounts without a good-faith determination of 
financial need. 

* Reasonable and necessary services. Medicare 
pays only for items and services that meet its rea- 
sonable and necessary” standards, and physicians 
should not bill the program for services that fail 
to meet them. However, physicians may bill Medi- 
care to receive a denial for services if it is neces- 
sary to obtain reimbursement from a secondary 
payor, 

2 What is the correct way to bill Medi- 
« care when a claim denial is needed in 
r to receive payment from a secondary 
insurer for a service that doesn't meet the 
program's “reasonable and necessary" stan- 
dards? 

A The Medicare claim should be completed 
+ as usual ; if the patient signed an advanced 
beneficiary notice (ABN) , the -GA modifier (waiver 
of liability statement on file) should be attached to 
the appropriate procedure code. If the carrier 
agrees that the service did not meet the "reason- 
able and necessary" standards, the physician will 
receive a denial notice on the remittance advice 
and the patient will receive a copy on the monthly 
summary notice. When filing the secondary claim, 
follow the insurer's instructions for showing the 
denial. 

Some Medicare carriers may have issued instruc- 
tions that call for some or all claims on which a 
denial is sought to contain the procedure code 
A9270, “ Noncovered item or service” ; those or any 
other local instructions should continue to be fol- 
lowed. 
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Q What other potential risk areas were 
• identified by the OIG? 

A There are, of course, a variety of pro- 
+ gram rules and procedures related to the 
four risk areas identified by the OIG; examples 
include the Correct Coding Initiative and the 
continually evolving Documentation Guidelines 
for Evaluation and Management Services. 

In addition, the OIG cites other rules, statutes, 
and risk areas that physician practices may want 
to review and incorporate into their practice 
standards and procedures. These include local 
medical review policies, the Emergency Medi- 
cal Treatment and Labor Act, Advance Benefi- 
ciary Notices, Certificates of Medical Necessity, 
teaching physician payment rules, gain-sharing 
arrangements with hospitals, physician incen- 
tive arrangements, use of third-party billing 
services, balance billing limits for nonpartici- 
pating physicians, professional courtesy, and un- 
lawful advertising. 

Each of these risk areas is described in some 
detail in an appendix to the compliance guid- 
ance. Separate appendices also describe civil and 
criminal statutes related to health care fraud 
and abuse. 

Q Does the OIG offer any advice on how 
• a small practice can keep track of all 
these rules? 

A The OIG recommends that physician prac- 
+ tices maintain a resource manual as a ref- 
erence tool, using publicly available information. 
Such a "binder" may contain the practice's writ- 
ten standards and procedures, relevant HCFA di- 
rectives and carrier bulletins, and summaries of 
informative OIG documents, such as Special Fraud 
Alerts and Advisory Opinions. Much of this mate- 
rial is accessible through the Internet (see box, p. 
11). In addition, the OIG and HCFA are working 


to compile a list of basic documents issued that 
could be included in such a binder. 

With regard to developing internal procedures 
and protocols, the OIG notes that practice man- 
agement companies, independent practice associa- 
tions, and other third parties frequently have writ- 
ten standards and procedures that can be adopted. 

Q What recommendations does the OIG 
• make with regard to involving prac* 
tice personnel in a compliance program? 

A An effective compliance program involves 
+ practice personnel in a variety of ways: 

* A compliance officer and con tact (s) should be 
identified to accept responsibility for developing 
corrective action plans, if needed, and for oversee- 
ing the practice’s adherence to that plan. 

* Appropriate training and continuing educa- 
tion are needed for staff involved in coding, bill- 
ing, and so forth. This might be obtained through 
another provider's compliance program, such as 
hospital-based training sessions, as long as the 
physician practice avoids the appearance of refer- 
ral inducement by paying fair market value for its 
participation. 

* The OIG stresses that enforcement and disci- 
plinary provisions are necessary to add credibility 
and integrity to a compliance program. Practice 
employees must understand that compliance is a 
condition of continued employment and that ad- 
herence to the compliance plan’s standards and 
procedures will not get them into trouble. 

* Open lines of communication must be main- 
tained to prevent problems from occurring and to 
encourage productive discussion about problems 
that do occur. 0 


VOLUME 86, NUMBER 3. BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


John H. Gibbon, Jr., Lecture: 


Leadership 
in medicine 


by 


John Waldhausen, MD, FACS, 
Hershey, PA 





MARCH 2001 BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 



John H. Gibbon, Jr., Lecture: 

Introductory remarks 

by Frank C. Spencer, MD, FACS, New York, NY 



I t is a strong pleasure to have the honor of of- 
fering the following introductory remarks re- 
garding Dr. John Waldhausen ’s presentation 
of the John H. Gibbon, Jr., Lecture at the 2000 
Clinical Congress. 

Dr. Waldhausen and I met during surgical resi- 
dency training at Johns Hopkins over 40 years ago. 
I was a chief resident; he was an intern and, hence, 
my responsibility. This started a lifelong warm, pro- 
fessional, personal friendship. I attended his Balti- 
more, MD, wedding to Marian, later followed his aca- 
demic star with both interest and pride, and had the 
honor, following his firm instructions, of perform- 
ing a coronary bypass on him at two different times. 

Dr. Gibbon would have been most pleased that 
John Waldhausen gave this lecture in his honor. 
Their careers have some remarkable similarities, 
both overcoming seemingly impossible obstacles 
with persistent hard work. 

Dr. Gibbon's story is legendary. In the mid- 1920s, 
he was in surgical training at the Massachusetts 
General Hospital in Boston. After staying all night 
with a patient dying from a pulmonary embolus, 
he started a seemingly impossible lifelong quest to 
build a heart-lung machine. After 20 years with 
little progress, his laboratory was removed. I think 
that means he was “fired!" Undaunted, he returned 
to Philadelphia, continued his laboratory work, 
and subsequently performed the first successful 
open- heart operation in 1953. 

John Waldhausen's father was a German busi- 
nessman, but John was born in New York City and, 
hence, is an American citizen. On the eve of World 
War II, when John was about 10 years old, his fa- 
ther was ordered back to Germany. Hence, he fin- 
ished high school in Germany during World War 
yj II. After the war, he wanted to get a scholarship to 


continue his education in the U.S., but no college 
wanted him. You can imagine the enthusiasm in 
this country in 1946 for an American-born Ger- 
man student with no money! 

Fortunately, a Jesuit priest who knew of John's 
ability and potential intervened. (The Jesuits are 
widely respected and admired for their strong com- 
mitment to education.) This led to John's entering 
the College of Great Falls, MT, at age 18, probably 
with the shirt on his back and 50 cents in his pocket. 

The rest is history: medical school in St. Louis; 
residency training at Hopkins, the National Insti- 
tutes of Health, the University of Pennsylvania, 
and the Indiana University; followed by faculty 
positions at Indiana and the Children’s Hospital 
of Philadelphia and the University of Pennsylva- 
nia. In 1969, at age 40, he ventured with others to 
a cornfield near Hershey, PA, to start a new medi- 
cal school at the Pennsylvania State University, 
where he founded the department of surgery and 
served as its chair for 25 years. 

He recently finished his five-year term as editor 
of The Journal of Thoracic and Cardiovascular 
Surgery and is currently the John Oswald Profes- 
sor of Surgery Emeritus at Hershey. He has been 
an active member of the American College of Sur- 
geons for over 30 years, is a member of numerous 
surgical organizations, and was president of the 
American Association for Thoracic Surgery in 
1991. His bibliography includes more than 230 
papers and over 40 books and chapters. 

He and Marian have three sons — John, Robert, 
and Gordon — one of whom is firmly launched in 
his early surgical career at the Children’s Hospi- 
tal of Seattle and the University of Washington. 

Hence, with obvious great pleasure, I present the 
30th Gibbon Lecture, by Dr. John Waldhausen. HH 
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John H. Gibbon, Jr., Lecture: 

Leadership in medicine 

by John Waldhausen, MD, FACS, Hershey, PA 



J ohn Gibbon, Jr., MD, FACS, was perhaps the 
most important person in the development of 
cardiac surgery in the past 50 years. The heart- 
lung machine, which allowed surgeons to oper- 
ate on the quiet, open heart while the patient was 
sustained in all other vital functions, was the piv- 
otal development that made modern heart surgery 
possible. Gibbon pursued this dream for more than 
20 years — from animal experiments to final suc- 
cessful use in an 18-year-old woman. 1 

Fittingly, the subject of this article is leadership 
in medicine, as Dr. Gibbon exemplified leadership 
to the fullest extent. He established direction with 
a vision for the future. He aligned the people 
needed to fulfill his dream, motivated them to over- 
come its many obstacles, and persevered until the 
task was successfully completed. 2 

Leadership in medicine has never been more 
important than it is today. The corporate model 
in medicine has become ever more common, and 
physician groups, health maintenance organiza- 
tions (HMOs) , and other health plans truly rival 
many Fortune 500 corporations in size and finan- 
cial capacity. 

When medicine was practiced by solo practitio- 
ners or small groups and fee -for-ser vice was the 
prevailing method of payment, the need for lead- 
ership was not paramount. Only large group prac- 
tices, such as the Mayo and Cleveland Clinics, or 
large professional organizations, such as the 
American College of Surgeons or the American 
Medical Association, required leadership. This pic- 
ture changed dramatically after World War II, with 
the widespread introduction of health insurance, 
especially Medicare and Medicaid, in which the 
U.S. government began to play an ever-increas- 
ing role. 3 The introduction of managed care 


brought still more advances in the development 
of what Arnold Reiman calls the “new medical 
industrial complex,"' 1 with seismic changes that 
we still experience today and will experience for 
some time. 

Yet, almost daily we hear of the disastrous break- 
downs of many of these health care systems, and 
even a cursory analysis shows that poor leader- 
ship, in addition to poor management, is the cause. 
Only three years ago, a major academic institu- 
tion merged with a private clinic. On paper this 
marriage looked solid and would have been of great 
financial and educational benefit to the medical 
school. Yet, today the divorce is final and will cost 
millions of dollars. Why? Because of poor leader- 
ship. If those in charge had a vision, they clearly 
were unable to impart it to others. The initial en- 
thusiasm of department chairs and others was 
quickly dispelled when they discovered that they 
were to be excluded from the planning and devel- 
opment phases of the combined health system and 
from the decision making process as well. Instead 
of motivating and encouraging these department 
heads, those at the top merely sent down orders 
from on high from their isolated and distant cor- 
porate headquarters. While physician’s salaries 
were reduced and personnel were laid off because 
of mounting deficits, the chief executive officer 
(CEO) accepted a significant personal salary in- 
crease. Similar events have occurred in many other 
places — all for lack of leadership. 

But what is leadership? As Warren Bennis said: 
"To an extent, leadership is like beauty. It is hard 
to define, but you know it when you see it.” Much 
has been written on this subject, and much is prob- 
ably not true. Wiley Souba, MD, FACS, recently 
offered a good summary of what a number of indi- 


MARCH ZOOl BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 




viduals from different walks of life have said. 5 I 
like this description: Leadership defines what the 
future should look like, aligns people with that vi- 
sion, and inspires them to make it happen despite 
obstacles. 6 

Leadership is not a mystical characteristic be- 
stowed upon a few at birth, although it is evident 
that some have a greater natural aptitude for the 
role of leader, just as some have a greater aptitude 
for playing the piano. But only with development 
of these propensities, their continued use, and fine 
honing will a true leader or Vladimir Ashkenazy 
emerge. In that sense, both are an art that must 
be learned and continually practiced. 

Leadership is not charisma, nor is it the same 
as management, though both may contribute to 
leadership. Management and leadership have two 
distinct roles and both are essential to the success 
of any enterprise. Management means coping with 
complex organizations and ensuring that things 
run well, that everyday problems are dealt with, 
and that there is a steady and continuous perfor- 
mance of the whole. Leadership, on the other hand, 
requires dealing with change, often unanticipated, 
whether it comes from external forces, such as 
HMOs and government, or from internal forces, 
such as the development of new technology or sys- 
tems requiring new knowledge and expertise. 

Harvard Business Schools John Kotter defines 
leadership by what leaders do: they cope with 
change, they set direction, they align people to 
participate in that new direction, and they moti- 
vate people. 6 7 Jack Welch, the CEO of General 
Electric and one of the most successful leaders in 
industry, says he has three jobs: selecting the right 
people, locating the capital resources, and spread- 
ing ideas quickly. 8 Thus, a leader empowers man- 
agers (departmental chairs or chiefs) to become 
leaders in their own units consistent with the over- 
all goals of the institution. 

It has been estimated that only 10 percent or less 
of the brain power of the employees in any given 
enterprise is used. 8 What a waste! We cannot af- 
ford such underutilization, nor is it fair to those 
who have committed themselves to the goals of our 
institutions or groups. In today’s world there is no 
place for the concept that strong leadership is evi- 
denced by an autocratic leader making decisions 
and telling his subordinates what to do. Louis the 
XI V's statement: “L'etat c’est moi” (“I am the 


state”) is now a prescription for failure. 

Warren Bennis believes leaders should be cata- 
lysts. 8 He concludes that in all organizations — 
whether corporate, military, or political — constitu- 
ents seek four ideals: meaning or direction, trust 
in and from their leaders, a sense of hope and op- 
timism, and results. How true when we think of 
some of America’s greatest presidents — Washing- 
ton, Lincoln, and Theodore and Franklin 
Roosevelt. As the ancient Chinese philosopher 
said: “The wicked leader is he who the people de- 
spise. The good leader is he who the people revere. 
The great leader is when the people say we did it 
ourselves/” 

If we intend to survive as a true profession to- 
day, we must recognize the need for change or, even 
better, initiate it. This requires leadership. A leader 
must have a vision, must communicate this vision 
to his or her colleagues, and must motivate and 
inspire them as a team that will succeed in accom- 
plishing these changes. 2 

Change in medicine, as in all other fields, is in- 
evitable, and if we as physicians close our eyes to 
that inevitability, we will be tossed by the way- 
side. No longer is the title “Doctor” one that in- 
spires automatic deference and acceptance. 

Kotter speaks of eight errors common to efforts 
toward organizational change and their conse- 
quences. His formulations are from and for the 
business world, yet they also hold true for our own 
world. 6 They are: 

* Allowing too much complacency. 

* Failing to create a sufficiently powerful guid- 
ing coalition. 

* Underestimating the power of vision. 

* Under-communicating the vision by a factor 
of 10 (or 100 or even 1,000). 

* Permitting obstacles to block the new vision. 

* Falling to create short-term wins. 

* Declaring victory too soon. 

* Neglecting to anchor changes firmly in the 
corporate culture. 

But why must we as physicians lead? Why not 
leave it to administrators who are educated and 
trained in this corporate world? Why not let us do 
what we were educated and trained to do? Allow 
us to practice medicine, and let them administer. 
I believe this is a prescription for disaster and ul- 
timately will work to the great disadvantage of pa- 
tients. Medicine is not a business, and the differ- 
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e rices between it and a commercial enterprise are 
profound, although perhaps less well-defined in 
the current entrepreneurial climate when com- 
pared to earlier times . 2 410 Who knows better what 
medicine is all about? Who knows better the core 
values of medicine and the need for medical edu- 
cation and research than we? These values are part 
of us; they have been instilled into our being from 
the day we entered medical school and have been 
reinforced over the next decade or longer, and this 
has not changed! Would one give command of an 
army to an individual well-educated in the realm 
of logistics, supplies, and strategy but who had 
never served as soldier or officer? 

There is no question in my mind that the best 
CEOs for medical enterprises are physicians. Phy- 
sicians not only know medicine, they understand 
the core mission upon which all else is based. Some 
have given as justification for physician control 
over the delivery of health care their supposed 
moral superiority . 11 This is self-serving and misses 
the point. It is not that we are necessarily morally 
superior to anyone, but that we understand medi- 
cine and that we have been part of the core values 
of medicine: the welfare of patients, the education 
of students and residents, and the need for re- 
search. This is our professional life. These are the 
commitments underlying our profession. These 
values earn the physician leader the kind of re- 
spect from his fellow physicians that is reserved 
only for those of the same professional back- 
ground. 

This is not to say that we can take any well-re- 
spected physician, no matter how good a practi- 
tioner, and turn him or her into a CEO. He or she 
must develop skills in management and leadership 
comparable to those with MBAs. And, this is pre- 
cisely the problem; some institutions have ap- 
pointed nonphysician CEOs who do not under- 
stand the essence of medicine and who will make 
decisions that, in the long run, are inconsistent 
with the mission of the unit. They have managed 
it as a pure business, and although the pressures 
to do so are great, it is essential to remember that 
our primary reason for being is not profit but pa- 
tient care. 

Meanwhile, MD-CEOs have been appointed who 
don't know how to lead, who haven’t the back- 
ground to deal with the challenges of change, let 
alone manage the enterprise, and who have nei- 



If we intend to 
survive as a true 
profession 
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need for change 
or, even better, 
initiate it. 


ther a vision nor the ability to convey a vision, 
and if they have these qualities, no capacity for 
enlisting the support of those needed to turn that 
vision into a reality. Hence, this is not to say that 
non-MDs should have no role in the control of 
health care delivery. Indeed, in many areas lay 
managers will be superior to us, and should be: in 
finance, management of support services, and con- 
struction, among others. But leadership and di- 
rection, the setting of priorities, must come from 
physicians. 

How, then, is the future "MD-CECT to be iden- 
tified and educated? Medical education is already 
inordinately long, and to take successful physi- 
cians away from their practice and income is dif- 
ficult, We might look briefly at what other organi- 
zations and professions have done. The army has 
had an outstanding record in this regard, as ex- 
emplified by American generals in World War II. 
These officers did not just appear mysteriously, but 
had been carefully nurtured to take on the huge 
tasks of landing troops thousands of miles from 
home, leading them into combat, and keeping 
them supplied. 

It is of interest that the modern concept of edu- 
cating officers for high command arose only after 
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a disastrous military experience. In 1806, Napo- 
leon totally defeated the Prussian Army thought 
to be the best in Europe. Warfare had changed dra- 
matically with the French Revolution and the sub- 
sequent appearance of huge armies of 100,000 men 
or more. Traditionally as in Prussia, the leader- 
ship of an army had been in the hands of a prince 
or another noble often of inconsistent or even 
quest ionable leadership abilities. A group of young 
officers and reformers came to believe that Prussia 
could no longer afford this gamble, but had to edu- 
cate some of its officers specifically for high com- 
mand. With the reorganization of the War Acad- 
emy in Berlin under Karl von Clause witz, one of 
the greatest military thinkers and the author of 
On War} 2 and with the development of a general 
staff of officers highly trained in all aspects of war- 
fare surrounding the commanding general, a new 
era was brought about with astounding military 
results. Parenthetically it might be noted that the 
second recommendation of the Prussian reform- 
ers, to establish a constitutional monarchy with a 
parliament, was not accomplished and had disas- 
trous consequences for that country as well as for 
the world. 

Virtually all countries followed the Prussian ex- 
ample. The United States was actually quite slow 
in doing so, but in the 1890s established the Army 
War College in Carlisle, PA. Almost all future com- 
manding officers would at some point pass through 
the “Carlisle Barracks" for a period of time. 13 

Today, officers displaying promise for command 
are initially assigned to army units, then spend 
several months or more in Carlisle or other com- 
mand schools. Some even go on to earn PhDs at 
universities, all in the quest for future leaders. 

Industry has learned similar lessons. After the 
initial explosion of industrial expansion in the sec- 
ond half of the 19th century, led by such entrepre- 
neurs as Rockefeller, Carnegie, and Ford, compa- 
nies found themselves in need of continuing high 
levels of management and leadership. Many did 
not find such and, therefore, did not survive. About 
100 years ago, business schools such as the 
Wharton School of the University of Pennsylva- 
nia and the Harvard Business School evolved. Most 
major universities followed suit, and today an ever- 
increasing number of the leaders of industry are 
graduates of these schools. 

What can medicine do? A number of physicians 


have gone to business school and obtained MBAs, 
which is a two- to three-year process and adds sig- 
nificantly to their educational period. Further- 
more, although these programs ground the indi- 
vidual in the fundamentals of management and 
leadership, some of the specifics related to health 
care are only partially covered. No re n and K indig 
give an excellent up-to-date summary of the sta- 
tus of physician executive development and edu- 
cation. 14 They point out the need for preparation 
by practical experience for the physician- execu- 
tive. In addition to a formal educational program, 
such hands-on preparation is essential because of 
the diversity and complexity of organizations, 
people, and professions to which physician execu- 
tives must effectively relate. Indeed, in the past 
this was the only method available to future ex- 
ecutives and obviously produced some outstand- 
ing leaders. Noren and Kindig further point out 
that two key elements cannot generally be ob- 
tained without substantial direct experience: clini- 
cal insight and professional leadership compe- 
tence. Without clinical insight the physician ex- 
ecutive does not differ significantly from the 
nonphysician executive. 

In recent years the Thoracic Surgery Research 
and Education Foundation has initiated a program 
for cardiothoracic surgeons within the Kennedy 
School for Public Policy at Harvard University. 
Surgeons spend from two weeks to as much as two 
years in this study The foundation provides a sti- 
pend. Although two weeks are obviously inad- 
equate for a future CEO, the experience is of great 
help to those with administrative positions at 
the middle level, such as division chiefs and 
medical directors, especially if such courses are 
repeated at intervals and at higher levels of so- 
phistication. 

It is my firm belief that this sort of program will 
become even more essential in medicine as the 
transformation to the corporate model becomes 
ever more prevalent. Let me stress: the mere place- 
ment of MDs in CEO positions will not be suffi- 
cient. It has already been questioned on the 
grounds that we lack the necessary background for 
these positions. Furthermore, our supposed “moral 
superiority" is not apparent in the light of current 
evidence that some physician-led HMOs have sup- 
posedly “defrauded” the government, and many 
physician-owned enterprises have primarily ben- 
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e fitted the physicians. They say until pressured by 
government or the insurance industry physicians 
have not been self-disciplined and judicious in the 
use of medical technology and treatment. 9 15 It is 
not our moral superiority but our commitment to 
the core missions of our profession, based on the 
priority of patient care, that make us more suited 
for leadership in medicine. 

The future leaders in medicine, in my view, will 
be fully medically educated and trained physicians 
with five to 10 years of clinical experience who, 
either by self-selection or other processes, direct 
their careers toward leadership positions. They will 
enter formal programs at universities, designed 
specifically to add to the leadership capabilities of 
the future CEO or medical administrator for a 
minimum of six months to a year, possibly inter- 
spersed with a return to administrative and clini- 
cal duties for one or two years. 

The American College of Surgeons should be 
commended for initiating a postgraduate course 
on these matters, but more extensive courses are 
needed. Such programs should not and generally 
cannot be underwritten by individual trainees. 
Support must come from the ultimate beneficiary 
of these new leaders — medicine. To that end the 
Thoracic Surgery Research and Education Foun- 
dation has set an example. I believe it would be of 
great benefit to all medicine were the American 
College of Surgeons, the American College of Phy- 
sicians, the American Medical Association, and 
others to undertake a similar program. It fits with 
the Colleges mission of education and ultimately 
will benefit our patients — the final essence of who 
and what we are and what we stand for. 

Such programs should also be supported by 
matching funds to be given by the parent medical 
institution of the candidate. It must be recognized 
that we are not talking about small numbers of 
individuals needed for leadership positions. If we 
as a profession fail to provide leadership, someone 
else will fill this void. As Harold Shapiro, presi- 
dent of Princeton University has so aptly put it: 
“A willingness to accept the risk of failure is one 
of the costs of leadership and, therefore, the price 
of all success.” 01 


This article is an edited version of the John H. Gib- 
bon, Jr., Lecture, which was delivered October 23, 2000, 
at the ACS Clinical Congress in Chicago, IL. 
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The 106th Congress: 
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T | he 1 06th Congress finally came to an end 
on December 15 t 2000. The Senate ad- 
journed at 8:03 pm, and the House followed 
suit at 8:41 pm. It was not necessarily a 
model Congress. While it did produce legislation 
of significance for surgeons and their patients, 
unfortunately it also failed to approve or even con- 
sider several other important matters. 

Early last year, I provided a report about the first 
session of the 106th Congress. 1 A little later, I re- 
viewed the key issues confronting the Congress 
during its second session, focusing especially on 
patient safety, patient protection, patient confiden- 
tiality, Medicare reform, and collective bargaining 
by physicians. 2 This article completes the story by 
providing a report about the outcome of this sec- 
ond session of the 106th Congress. 

Patient safety 

As the year began, there was some trepidation 
that concerns about medical errors, prompted by 
the considerable publicity accorded a major report 
by the Institute of Medicine, would prompt Con- 
gress to "do something,” whether it made sense or 
not. In particular, it certainly seemed possible that 
Congress would create a nationwide mandatory 
reporting system for the collection of standardized 
information about adverse events that result in 
death or serious harm to patients, as recommended 
by the Institute of Medicine report. 3 In fact, a bill 
introduced by Senators Charles Grassley (R-IA) 
and Joseph Lieberman (D-CT), S. 2378, the Stop 
All Frequent Errors in Medicare and Medicaid Act 
of 2000, essentially called for just such a manda- 
tory system. 

In the end, however, Congress approved only 
modest steps, providing an additional S50 million 
to the Agency for Healthcare Research and Qual- 
ity (AHRQ) for patient safety research and related 
activities. It deferred action on other more diffi- 
cult issues. This outcome is probably not all bad. 
The College was among the first organizations to 
caution against precipitate action. On February 22, 
2000, Thomas R. Russell, MD, FACS, the College's 
Executive Director, appeared before a joint session 
of the Senate Health, Education, Labor and Pen- 
sions (HELP) Committee and the Senate Appro- 
priations Subcommittee on Labor, Health and 
Human Services, Education and Related Agencies. 
In his testimony Dr. Russell asserted that the Con- 


gress should not create a mandatory reporting sys- 
tem. Instead, he urged the Congress to adopt legis- 
lation that would extend peer review protections 
(that is, confidentiality protection and protection 
from discovery) to all data and work products re- 
lated to patient safety and quality improvements. 
Dr. Russell noted that, in the College s view, this was 
the step that would be likely to bear immediate divi- 
dends with respect to patient safety, as it would, 
among other things, encourage the development and 
successful operation of voluntary reporting systems. 

Later in the year, key members of the HELP 
Committee introduced two separate bills address- 
ing patient safety concerns. Senators Jim Jeffords 
(R-VT) and Bill Frist, MD, FACS (R-TN), sponsored 
the Patient Safety and Errors Reduction Act, S. 
2378, while Senators Edward Kennedy (D MA) and 
Christopher Dodd (D-CT) authored the Error Re- 
duction and Improvement in Patient Safety Act, 
S. 2743. While the two bills differed in important 
ways, it was rather significant that both called for 
voluntary, rather than mandatory, medical error 
reporting systems. Both bills also would have es- 
tablished a Center for Patient Safety within AHRQ 
and provided strong federal peer review protections 
for medical error-related information. These pro- 
tections closely mirrored a set of general principles 
developed during the spring and summer by a 
broad-based coalition of health care organizations, 
including the College. Additionally, the Kennedy- 
Dodd legislation would also have required the new 
Center for Patient Safety to establish "best prac- 
tices” based on information gathered through the 
reporting system, and authorized the Secretary of 
Health and Human Services (HHS) to determine 
which of them to apply to federal health care pro- 
grams, such as Medicare. 

Although the 106 th Congress did not adopt a com- 
prehensive program to address patient safety, it 
seems likely that the issue will be back on the agenda 
in 2001. During a September 18, 2000, meeting with 
the Colleges Patient Safety and Professional Liabil- 
ity Committee, congressional staff representing both 
Senators Jeffords and Kennedy made clear they were 
already beginning to plan for this possibility. 

Patient bill of rights 

Throughout the year 2000, the College contin- 
ued to push for enactment of strong patient pro- 
tection legislation (that is, managed care reform 
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or patient bill of rights legislation). We did this 
through the many ACS Chapters that sent repre- 
sentatives to Washington as part of the Capitol Hill 
Visit Program (19 of them in 2000 alone), and 
through the members of the College's Congres- 
sional Action Program, a growing cadre of Fellows 
committed to serving as the College's grassroots 
army. 

Our preferred approach for providing patient 
protections was a House-passed bill, the Biparti- 
san Consensus Managed Care Improvement Act, 
H.R. 2723, authored by Representatives Charlie 
Norwood (R-GA), John Dingell (D-MI), and Greg 
Ganske, MD, FACS (R-IA). Our support for this 
bill surprised some Fellows, largely because the 
proposal was supported by far more Democrats 
than Republicans. However, this bill was much 
stronger than the bill passed by the Senate in 1999, 
and its protections would have applied to many 
more patients. 

Among other provisions, H.R. 2723 would have 
prohibited so-called gag rules and required health 
plans to use a "prudent layperson” standard when 
determining coverage for emergency care services. 
It also would have mandated that health plans 
ensure access to needed specialty care and permit 
independent external review of coverage and treat- 
ment decisions. Its most controversial provision 
would have held health plans liable for their medi- 
cal decisions, rather than allowing them to be 
shielded by the current broad interpretation of the 
Employee Retirement Income Security Act 
(ERISA). Of course, those supporting this provi- 
sion were not doing so out of a love affair with 
malpractice suits. Instead, proponents believed 
that the litigation option would cause most health 
plans to "clean up their act” in order to avoid liti- 
gation. At the same time, health plans and physi- 
cians would find themselves on a more level play- 
ing field with respect to liability. In fact, earlier in 
2000, at a key point during congressional delib- 
erations, the College felt compelled to send a let- 
ter urging Congress not to enact a managed care 
reform bill that would provide for different levels 
of liability for health plans and physicians (for ex- 
ample, by limiting noneconomic damages for 
health plans to some maximum dollar amount, 
without doing the same for physicians). 

In any case, what the Congress needed to do dur- 
ing its second session, at least in theory, was to 


reconcile differences between the two bills passed 
by the House and Senate in 1999. The legislative 
wheels grind slowly, however, and the outcome was 
uncertain until very late in the session. The usual 
House- Senate conference process for resolving dif- 
ferences failed, probably because there was insuf- 
ficient interest in making it work. In fact, at many 
points during the year, pontificators and pundits 
of varying political stripes would argue that few 
in Congress really wanted a resolution. Some said 
that the Democratic Party just wanted a campaign 
issue. Others alleged that many Republicans were 
primarily interested in protecting the interests of 
their campaign contributors (that is, the insurance 
companies, giant managed care organizations, and 
big business). In the midst of all of these pro- 
nouncements, it was difficult to determine the 
truth. Certainly, much time, effort and money was 
spent by both proponents and opponents of patient 
protection/bill of rights legislation. And, at a criti- 
cal point in the debate, the President announced 
that he would simply promulgate regulations pro- 
viding some of the patient protections being dis- 
cussed — and that he would do so before the No- 
vember elections! It was an obvious political slap 
at a gridlocked Congress. 

Given all of this pressure, the Congress made one 
more valiant effort. A wide variety of deals were 
negotiated and renegotiated. However, in the end, 
negotiators were unable — or perhaps simply un- 
willing — to reach a compromise. This issue will al- 
most certainly be taken up by the 107th Congress, 
perhaps even before this article is published in the 
Bulletin . 

Medicare payment policies 

Congress failed to act on another matter of im- 
portance to surgeons and their patients — provid- 
ing relief on Medicare practice expense relative 
value units (RVUs). New, lower practice expense 
RVUs are being phased in for many surgical ser- 
vices by Medicare and other third-party payors. 
While Congress had directed the Health Care Fi- 
nancing Administration (HCFA) to refine these 
new values prior to their full implementation, the 
agency has made relatively little progress in this 
effort. 

The College joined a coalition of about 30 medi- 
cal and surgical specialty societies to promote a 
legislative remedy for this problem. This proposal 


VOLUME 86, NUMBER 3. BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


would have halted the transition to new practice 
expense RVUs at the midway point — a 50/50 blend 
of “old" and “new" practice expense RVUs for most 
services. Exempted from this would have been 19 
office-based evaluation and management services, 
including new and established office visits, office 
consultations, and eye visit services, whose prac- 
tice expense values would have been allowed to rise. 
The resulting net increase in Medicare payments 
would have been covered from the budget surplus, 
rather than through another redistribution of 
Medicare payments from other services. 

There was some hope that this proposal would 
be acceptable because it did not harm the primary 
care physicians (in fact, many would have benefi- 
ted from the 50/50 blend of “old" and “new" val- 
ues for services other than the 19 exempted, while 
still receiving anticipated RVU increases for evalu- 
ation and management services) and because Con- 
gress was already contemplating using the federal 
budget surplus to restore previous Medicare cuts. 
Hopes soared further when the College and its coa- 
lition partners successfully convinced the Ameri- 
can Medical Association s (AMA’s) House of Del- 
egates to approve a resolution placing the AMA 
squarely in support of the proposal rather than 
remaining a neutral bystander. 

As time passed, however, it became clear that this 
effort would be much more difficult. Several pri- 
mary care specialties opposed the proposal. More- 
over, policymakers eventually decided to devote a 
large proportion of the budget surplus to paying 
down the national debt, leaving far less to spend 
on other things. The College and its coalition part- 
ners responded by developing a less costly, alter- 
native proposal, one that would provide for a three- 
year halt in the practice expense RVU transition, 
rather than a permanent one, with the assump- 
tion being that this would give HCFA more time 
to make necessary refinements in the new prac- 
tice expense RVUs. It would also, of course, give 
interested parties more time to lobby policymakers 
for more permanent relief of one kind or another. 
Even this more modest proposal found no congres- 
sional takers. 

Instead, Congress passed legislation requiring 
yet another study of Medicare’ s RVU methodology. 
The College and its specialty society allies at- 
tempted to convince Congress that this study would 
only make sense if it were accompanied by at least 


a temporary freeze on current practice expense 
RVUs. However, in the end, Congress would have 
none of this. Thus, the new practice expense RVUs 
continue to be phased in, which means that Medi- 
care is using a 25/75 blend of the “old" and “new" 
values for 2001. 

Fortunately another College initiative did have 
a positive impact on most surgical specialties. This 
involved the refinement of practice expense RVUs 
for several evaluation and management services, 
including office visits. These RVU refinements 
(that is, reductions) had the effect of freeing up 
RVUs for allocation to other services, including 
surgical procedures. Another College initiative 
aimed at improving work RVUs for many surgical 
services is ongoing and appears promising. Any 
new values would be implemented beginning Janu- 
ary 1, 2002. 

Although Congress did not provide relief on 
Medicare practice expense RVUs, it did approve 
Medicare payment provisions benefit ting hospitals 
(including teaching facilities), nursing homes, 
home health agencies, and Medicare + Choice plans. 
For example, teaching hospitals will benefit from 
provisions that will: maintain the indirect medi- 
cal education adjustment factor at the current 6.5 
percent for two more years, increase the propor- 
tion of hospital bad debt that can be reimbursed 
by Medicare from 55 to 70 percent, and provide 
the full market basket increase for 2001 hospital 
inpatient services. 

Trauma-related issues 

The College persuaded Congress to earmark 
S3 million in fiscal year 2001 to fund the Trauma 
Care Systems Planning and Development Act. This 
program authorizes the Secretary of Health and 
Human Services to award grants to states to as- 
sist them in planning, implementing, and devel- 
oping comprehensive trauma care systems, taking 
into account the College’s guidelines for optimal 
care of injured patients. Our success was not easy, 
especially given all the competition for federal 
funds, and the fact that the relevant appropria- 
tions bill had plenty of unrelated political prob- 
lems. College staff, most especially Christopher 
Gallagher, the Senior Government Affairs Associ- 
ate in the Washington Office, worked relentlessly 
to coordinate the efforts of other interested groups, 
enlist the help of the College’s Committee on 
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Trauma, and educate innumerable congressional 
staff members. Eventually, the College was able to 
garner public support for this initiative from more 
than 100 members of Congress and over half of all 
U.S, senators. 

In a related area, the College also lent its sup- 
port to another successful legislative effort: adop- 
tion of a federal definition of drunken driving based 
on a blood alcohol level of 0,08 percent, with states 
given time to come into compliance (before facing 
the loss of federal highway funding if they do not) . 
In this fight, traffic safety groups faced very pow- 
erful opponents, including alcohol and restaurant 
lobbyists and even the National Governors’ Asso- 
ciation. 

Finally, the College supported the efforts of the 
American College of Emergency Physicians in se- 
curing a government study of the problems facing 
many physicians due to their expanding obliga- 
tions under the Emergency Medical Treatment and 
Labor Act (EMTALA). As a result, Congress man- 
dated that its investigative arm, the General Ac- 
counting Office (GAO), study the effect of 
EMTALA on hospitals, emergency physicians, and 
physicians covering emergency department call 
throughout the U.S, Among other issues, GAO will 
be expected to look at the level of uncompensated 
care costs that are being borne by hospitals and 
physicians as a result of the EMTALA statute and 
implementing regulations, 

“Cats and dogs " 

In congressional parlance, the term "cats and 
dogs" refers to those miscellaneous provisions in a 
larger bill that cover a wide range of matters. While 
the term is sometimes viewed as implying that the 
provisions in question are relatively unimportant, 
this often is not the case, at least from the perspec- 
tive of those demanding congressional action on 
some issue. For purposes of this summary of the 
second session of the 106th Congress, I thought 
the term "cats and dogs" would serve as a catchy 
way to introduce a discussion of a wide variety of 
congressional actions, not to mention congres- 
sional inaction on other matters. 

In the good news department was congressional 
inaction on a proposal to allow public access to the 
National Practitioner Data Bank (NPDB), the fed- 
eral repository of malpractice data and informa- 
tion about disciplinary actions taken by hospitals 


and others against physicians and other health care 
practitioners. Retiring Rep. Tom Bliley (R-VA) 
authored the bill in question, H.R, 5122, the Pa- 
tient Protection Act of 2000. Some saw Represen- 
tative Bliley's proposal as a vengeful response to 
the physician community’s — especially the 
AMA’s — support for a comprehensive Patient Bill 
of Rights. On September 20, 2000, Representative 
Bliley, the outgoing chair of the House Commerce 
Committee, convened a public hearing to consider 
his bill. However, he found little enthusiasm for 
the proposal, even among his own Commerce Com- 
mittee colleagues, with Rep. Greg Ganske, MD, 
FACS (R-IA) , being especially vocal in his opposi- 
tion. Among other things, opponents questioned 
the quality and value of the data that would be 
shared with the public. In the end, Congress failed 
to act on the Bliley bill, leaving access to the NPDB 
as it was — limited to health plans, hospitals, and a 
few other selected entities. 

The second session of the 106th Congress also 
saw President Clinton sign the Breast Cancer Re- 
search Stamp Reauthorization Act, authored by 
Sen. Dianne Feinsteln (D-CA) and Rep. Charlie 
Bass (R-NH) . The College strongly supported the 
legislation, which continues the practice of allow- 
ing a surcharge of up to 25 percent above the value 
of a first-class stamp, with the surplus revenues 
going to breast cancer research. The original idea 
of selling a stamp to raise money for breast cancer 
research was conceived by Ernie Bodai, MD, FACS, 
a general surgeon currently practicing in Sacra- 
mento, CA. First passed into law by Congress in 
August 1997, the program has raised more than 
$ 15 million for breast cancer research, and its 40- 
cent stamp (first issued in 1998) has become the 
second highest selling stamp in postal service his- 
tory. The new legislation provides a two-year ex- 
tension of the breast cancer research semipostal 
and also includes a provision preventing the money 
raised from the sale of the stamps from being de- 
ducted from other federal funds that a research 
institute receives. 

On June 30, 2000, the House of Representatives 
approved a bill that would have permitted inde- 
pendent physicians to negotiate collectively with 
their health plans. The vote was 276 to 136. The 
House-passed bill was an amended version of H.R, 
1304, the Quality Health Care Coalition Act 
authored by Representatives Tom Campbell (R- 
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CA) and John Conyers, Jr. (D-MI). Unfortunately, 
this was the end of the road for the measure. Strong 
opposition from Senate Republican leaders and 
end-of-the-session gridlock prevented further ac- 
tion. Now that Representative Campbell has been 
defeated in his bid to unseat Sen. Dianne Feinstein, 
it remains to be seen whether the issue of collec- 
tive negotiating by self-employed physicians will 
find another congressional champion. The College 
was among the physician organizations that sup- 
ported H.R. 1304 throughout the 106th Congress. 

My March 2000 article in the Bulletin discussed 
at some length the contents of a comprehensive 
Medicare reform proposal, S. 1895, authored by 
Senators John Breaux (D-LA) and Bill Frist, MD, 
FACS (R-TN). Among other things, the bill called 
for a competitive Medicare premium system, in- 
volving both private and government-sponsored 
health plans, modeled after the Federal Employ- 
ees Health Benefits Program, and appointment of 
a seven-member Medicare Board to administer the 
competitive system. I noted then that the Breaux- 
Frist bill would likely be followed by others, and 
that the most likely outcome would be deferral of 
major Medicare reforms until after the November 
2000 elections. In fact, the 106th Congress not only 
deferred action on comprehensive Medicare re- 
forms, it even failed to agree on legislation improv- 
ing Medicare coverage for prescription drugs, de- 
spite strong public support. The Medicare reform 
issue will be back. The challenge for policymakers 
will be finding a way to assure the continued sol- 
vency of the Medicare program without compro- 
mising patient access to high-quality care. Given 
continued turmoil in the managed care component 
of the Medicare program. Medicares Choice, this 
would seem to be a very tall order but one in which 
the surgical community will need to take an inter- 
est. 

Finally another matter not addressed by the 
Congress in 2000 was patient medical record con- 
fidentiality. Instead, the Congress appeared to pre- 
fer to await the release of final regulations on the 
subject, recognizing that these rules would have a 
delayed effective date that would give Congress 
plenty of time to intervene. These final rules and 
accompanying preamble, together exceeding 365 
pages of fine print, were issued on December 2 1 , 
2000. The College was among the organizations 
that submitted detailed comments about the pro- 


posed patient confidentiality regulations published 
on November 3, 1999. At this writing, College staff 
and consultants are reviewing the new regulations, 
which give most covered entities a full two years 
to come into compliance. Given the far-reaching 
nature of the new regulations, the new Congress 
could very well intervene in some fashion to re- 
quire revisions or further delay, or even suspend, 
their enforcement. A future Bulletin article will pro- 
vide more information about the new national stan- 
dards to protect patients' personal medical records. 

Concluding note 

One Congress ends and another soon begins, and 
the same issues have a way of coming back. This 
year, the College plans to redouble its efforts to 
recruit Fellows for our Congressional Action Pro- 
gram. And, changes in the College’s Web site will, 
we hope, facilitate surgeon involvement in mat- 
ters that are before the Congress. While the 
College's leadership and staff make every effort to 
represent the Fellowship, we know full well that 
our work has little chance of bearing fruit unless 
members of Congress believe that the people "back 
home” really care. That’s where individual sur- 
geons and their patients play a crucial role. 

On behalf of Dr. Russell and the rest of the 
College's leadership, Td like to thank all of those 
who contributed to the College’s advocacy efforts 
during 2000. This includes the College’s chapters. 
College committees, the members of our Congres- 
sional Action Program, and countless other Fel- 
lows of the College. I’d also like to acknowledge 
the hard work of the College’s Washington staff, 
especially Cindy Brown, Associate Director of the 
Health Policy and Advocacy Department, and the 
critically important support of our many colleagues 
in the College's Chicago headquarters. 0 
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Ten specialty boards 

report accomplishments and plans: 


Part I 


E ach year, the 10 surgical specialties recognized by the American Board of Medical Spe- 
cialties report to the ACS Board of Regents. Their reports are published in a condensed 
form in the Bulletin to keep Fellows abreast of any changes in the procedures of the 
various boards. The American College of Surgeons makes nominations to the following six 
boards: The American Board of Colon and Rectal Surgery, the American Board of Neurological 
Surgery, the American Board of Plastic Surgery, the American Board of Surgery, the American 
Board of Thoracic Surgery, and the American Board of Urology. 

This issue of the Bulletin contains the reports of the American Board of Colon and Rectal 
Surgery, the American Board of Neurological Surgery, the American Board of Obstetrics and 
Gynecology, the American Board of Ophthalmology, and the American Board of Orthopaedic 
Surgery. The April issue of the Bulletin will feature the reports of the American Board of Oto- 
laryngology, the American Board of Plastic Surgery, the American Board of Surgery, the Ameri- 
can Board of Thoracic Surgery, and the American Board of Urology. 
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American Board of Colon and Rectal Surgery 

by Herand Abcarian, MD, FACS, Chicago, IL 


T he American Board of Colon and Rectal Sur- 
gery (ABCRS) held its annual meeting on Sep- 
tember 24, 2000, and its interim meeting March 
19, 2000, in Chicago, IL. During the annual meet- 
ing, new officers were elected for 2000-2001 . They 
are: Richard L. Nelson, MD, FACS, president; Ian 
C, Lavery, MD, FACS, vice-president; and Herand 
Abcarian, MD, FACS, executive director. 

Meanwhile, Bruce G. Wolff, MD, FACS, was 
newly elected to the board. Dr. Wolff replaces David 
Rothenberger, MD, FACS, who completed eight 
years of board service as of the September 24 meet- 
ing. Dr. Rothenberger served as president in 1999 
and was the examination committee chair from 
1997-2000. As examination chair, he made numer- 
ous improvements to both the written and oral 
examination processes. 

The following individuals retained their board 
seats: Richard R Billingham, MD, FACS; James W. 
Fleshman, MD, FACS; Robert D, Fry, MD, FACS; 
Philip H. Gordon, MD, FACS; Vendie H, Hooks, 
MD, FACS; Donald L, Kaminski, MD, FACS; John 
P Roe, MD, FACS; Alan G. Thorson, MD, FACS; 
and Dr. Wolff. 

Associate examiners 

The board maintains a slate of associate exam- 
iners whose terms rotate at different intervals. Cur- 
rently there are 16 associate examiners. They are: 
P Sue Beckwith, MD; John G. Buis, MD; Marcus 
Burnstein, MD; Jose Cintron, MD; Susan 
Galandiuk, MD, FACS; Francis J, Harford, MD, 
FACS; Neil Hyman, MD, FACS; Robert D. Madoff, 
MD, FACS; Frank J. Opelka, MD, FACS; Bruce A. 
Orkin, MD, FACS; Russell K, Pearl, MD, FACS; Jan 
Rakinic, MD, FACS; Theodore J. Saclarides, MD, 
FACS; Clifford L, Simmang, MD, FACS; Judith L. 
Trudel, MD, FACS; and Richard Whelan, MD, 
FACS, 

Examination committee activities 
The leadership of the examination and recer- 
tification committee changed with the Septem- 
ber 2000 meeting. With Dr, Rothenberger’s de- 


parture, Dr. Fleshman, the board's former re- 
certification chair, was elected to serve as the 
new examination committee chair, and Dr. 
Hooks was elected the new recertification com- 
mittee chair. 

Under the direction of Dr. Rothenberger, the 
boards examination pool was reviewed and up- 
dated, Obsolete questions were discarded, and re- 
maining questions were forwarded to a medical 
editor for evaluation. All the questions are now 
current and uniformly constructed. Also, with the 
assistance of the medical editor, a comprehensive 
instructional manual was developed to assist ques- 
tion writers with the construction of good test ques- 
tions. This should contribute to the quality and 
quantity of new questions that are submitted to 
the board. 

The board has attempted to upgrade the writing 
techniques of its question writers. At its meeting 
on March 19, 2000, the board agreed to organize a 
question writers’ workshop to be cosponsored by 
the ABCRS and the American Society of Colon and 
Rectal Surgeons (ASCRS). Dr. Trudel is organiz- 
ing the workshop, which is scheduled for the spring 
of 2001; George Bordage, MD, will be the modera- 
tor. Invitations will be extended to ABCRS board 
members, associate examiners, ASCRS core sub- 
jects committee members, and program directors. 
The board feels this effort will help improve the 
question-writing skills of ABCRS members and 
better coordinate the work of ABCRS and ASCRS 
committees. 

In other business, psychometric summaries of 
the board's written examinations have been con- 
ducted since 1997. Each analysis has consistently 
supported the validity, objectivity, and reliability 
of the written examination. The 1999 oral exami- 
nation also was analyzed this year, and the results 
showed that the board’s oral process also is being 
conducted properly. The summaries assist the ex- 
amination committee in its validation and review 
process, and in general, the information substan- 
tiates the credibility of the board's written exami- 
nation process. The validations will be continued 
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Table 1 


Written Exam — March 18, 2000 
(58 candidates) 

Oral Exam — September 24, 2000 
(65 candidates) 


# 

Fail 

rates 

% 

Pass 

rates 

% 

# 

Fail 

rates 

% 

Pass 

rates 

% 

Total candidates 

58 

11/58 

19% 

47/58 

81% 

65 

16/65 

25% 

49/65 

75% 

First-time takers 

52 

8/52 

15 

44/52 

85 

49 

10/49 

20 

39/49 

80 

Repeat candidates 

6 

3/6 

50 

3/6 

50 

16 

6/16 

38 

10/16 

62 


Table 2 


Total current diplomates 

Male 

% 

Female 

% 

All 

% 

Active U.S. 

967 

75.66 

81 

6.33 

1,048 

82.00 

Active international 

62 

4.85 

2 

0.16 

64 

5.00 

Retired U.S. 

157 

12.28 

2 

0.15 

159 

12.44 

Retired international 

2 

0.16 

0 

0.00 

2 

0.16 

Status/address unknown 

5 

0.40 

_0 

0.00 

5 

0.40 

Total 

1,193 

93.35% 

85 

6.65% 

1,278* 

100% 


*This figure excludes diplomates who are deceased. 


with an analysis of each component (written/oral) 
performed in alternating years. 

Colon and rectal retraining program 

At the September 2000 meeting, the board de- 
cided to establish an abbreviated educational re- 
training program for candidates who were unable 
to achieve certification after exhausting all avail- 
able opportunities within the prescribed seven- 
year period . The current policy is: "A candidate who 
fails to pass either the written or oral portion of 
the examination three times (within seven years) 
may not repeat the examination without satisfac- 
tory completion of an approved colon and rectal 
residency program (one year in duration) and sub- 
mission of a new application for examination/ 

Because it is difficult for candidates to reenter a 
conventional residency training program after 
several years of hiatus, the board agreed to adopt 
a policy that will provide a more pragmatic reen- 
try mechanism. Retraining still will be required 
but for a shorter period of time. Tentatively, the 
board agreed that the training period will be four 
months in a pre-approved colon and rectal train- 


ing program. The curriculum must conform to 
Accreditation Council on Graduate Medical Edu- 
cation guidelines. Input from program directors 
will be essential to the process. Ultimately they 
will have to help train, confirm, and document that 
the candidate successfully completed the prescribed 
curriculum. A final decision has not been reached 
regarding whether candidates will be required to 
retake both parts of the examination (written and 
oral) or will be able to reenter by taking only the 
portion of the exam they originally failed. 

Operative report database issues 
For several years, the ABCRS has maintained 
an operative database in which the numbers of 
cases from graduating residents are compiled an- 
nually and entered into 17 grouped categories. The 
board has endorsed a statistical formula that es- 
tablishes the minimal number of cases that should 
be performed in each of the categories. These fig- 
ures are recalculated each year. A number of re- 
ports and tables are generated and provided to pro- 
gram directors to assist them in evaluating their 
residents’ operative performance within their own 
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program and in comparison to national averages. 
A “category deficiency table” tracks the inadequate 
performance of each respective resident within the 
17 established categories. Any resident who lacks 
sufficient numbers in five or more categories is 
“flagged” for discussion by the boards credentials' 
committee. 

At its March meeting, the board reviewed the 
1997-1999 deficiency reports. The combined data 
showed that the average number in each category 
does not significantly change from year to year. 
The data also confirmed that a more objective dis- 
tribution of cases may reduce the annual deficien- 
cies of some programs. This information was 
brought to the attention of program directors. They 
were advised that adjustments may need to be made 
in redistributing the number of cases among their 
residents. If there are only a limited number of 
cases available, there may not be enough proce- 
dures for all residents; therefore, the resident al- 
lotment for a particular program may require 
modification. 

At the September meeting, the board reviewed 
an updated report representing four years of op- 
erative data (1997-2000). This information con- 
firmed the previous conclusions; hence, the board 
decided to establish minimum numbers that rep- 
resent a “reasonable range” within each of the 17 
established operative categories. The figures will 
be presented to program directors and will affect 
residents beginning training July 1, 2001, to June 
30, 2002. Program directors will be advised to re- 
view residents’ case numbers at different intervals 
of their training so evaluations of deficiencies can 
be made before residents complete their training. 
So far, the information in the deficiency reports 
has not been used to disqualify residents from en- 
tering the certification process; however, in the 
future, some residents may be rejected. 

Recertification activities 

The June 24, 2000, recertification examination 
was held during the ASCRS annual meeting in 
Boston. In all, 16 diplomates participated; 13 
passed and three failed. All candidates received 
pass/fail results and a categorized performance 
review. As expected, this year’s participation was 
lower because time-limited certificates were ex- 
tended to 10 years. Attendance is expected to re- 
turn to normal levels (approximately 60 candi- 


dates) by 2002. The pass/fail results are: 

Recertification 

examination 

June 24, 2000 Pass rates Fail rates 


Overall 

13/16 

81% 

3/16 

19% 

First-time takers 

9/11 

82 

2/11 

18 

Repeaters 

4/5 

80 

1/5 

20 


16 participants - 14 mandatory - 2 voluntary 

The range of scores was: maximum: 90 percent; 
minimum: 59 percent; average: 80 percent, and 
passing: 70 percent. 

The recertification committee is in the process 
of incorporating Current Procedural Terminology 
(CPT) codes into the operative experience form 
used for recertification and, possibly, the certifica- 
tion process. CPT codes and the corresponding 
colon and rectal procedures are being verified by 
committee members. The committee has also es- 
tablished an ad hoc panel to design a tracking da- 
tabase based on selected data derived from the re- 
certification application form, operative log, and 
other related forms. Discussions have been held to 
ascertain what information is needed and whether 
the administrative office can provide the necessary 
database management. The tracking program de- 
veloped by the American Board of Surgery, as well 
as other boards, will be appraised. 

The recertification application materials have 
been simplified. The operative report process has 
been streamlined, and the lengthy recertification 
application process has been condensed. Validation 
of 100 Category I CME credit hours will still be 
required. 

Ex a min a ti on results 

The most recent written examination (part I) was 
given on March 18; 58 candidates were examined. 
The most recent oral examination (part II) was given 
September 24; 65 candidates were examined. The 
pass/fail rates are shown in Table 1 on page 28. 

Geographic/gender distribution 

As of September 30, 2000, the board has 1 ,278 dip- 
lomates: 1 , 1 12 in active practice; 166 retired or oth- 
erwise inactive. Table 2 (p. 28) provides the male/ 
female and international distribution of diplomates. 
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American Board of Neurological Surgery 

by Steven L Giannotta, MD, FACS, Los Angeles, CA 


I am pleased to report on the activities of the 
American Board of Neurological Surgery (ABNS) 
during the 1 999-2000 yean The following outlines 
the ABNS's major issues and activities. 

Resident numbers 

There continue to be 94 neurosurgery training 
programs in the U.S. The results of the January 
2000 resident match program show a total of 335 
registrations with 258 rank lists submitted. Of 
these, 219 individuals were ranked and 134 were 
matched. Currently 787 residents are in training 
in the U.S. Over the last five years, the number of 
residents completing training has varied between 
126 and 141. 

Examinations 

The ABNS gave the 2000 primary written ex- 
amination on March 25, 2000, at 100 testing cen- 
ters. A total of 480 individuals took the exam, 198 
for credit towards certification and 282 for self- 
assessment. The examination consisted of 505 
questions centered on seven categories: neu- 
roanatomy neurobiology, neuropathology 
neuroimaging, fundamental clinical skills/critical 
care, neurology, neurosurgery. The overall failure 
rate was 15 percent, the lowest in over 20 years. 

In November 1999, 74 candidates participated 
in the oral examination, and 61 passed, for a pass 
rate of 82 percent. In May 2000, 74 candidates were 
examined and 60 were certified as diplomates of 
the ABNS. 

Subspecialization and fellowships 

The ABNS does not issue subspecialty certifi- 
cates. However, the Society of Neurological Sur- 
geons is developing a mechanism for certifying 
subspecialty fellowships within neurological sur- 
gery. The endovascular surgical neuroradiology 
subspecialty program requirements have been de- 
veloped in conjunction with radiology and neurol- 
ogy boards and subspecialty societies. The Accredi- 
tation Council for Graduate Medical Education will 
revisit the issue at its upcoming meeting. 


Re certifi ca ti on 

In 1999, the ABNS began issuing time-limited 
certificates valid for 1 0 years. One component of 
the recertification process will be a written exami- 
nation. A prototype exam has been written and 
tested with the help of the National Board of Medi- 
cal Examiners. Plans call for the formal introduc- 
tion of the examination by 2006 with the first re- 
certification candidates taking the examination 
and applying for recertification in 2007. Other 
components of the recertification process include 
the appropriate number of continuing education 
credits and a practice data log for the year prior 
to submission of application. The ABNS has kept 
abreast of the activities of the American Board of 
Medical Specialties related to general competen- 
cies and maintenance of certification. Neurosur- 
gical training program directors have been urged 
to consider the general competencies and incor- 
porate them into their own individual training 
programs. 

At the May 2000 meeting, the following surgeons 
completed their six-year terms: Donald O. Quest, 
MD, FACS; Eugene S. Flamm, MD, FACS; and M. 
Peter Heilbrun, MD. New directors elected at the 
meeting are: William F Chandler, MD, FACS; A. 
John Popp, MD, FACS; and John H. Robertson, 
MD. The new officers of the ABNS are: Steven L. 
Giannotta, MD, FACS, chair; H. Richard Winn, 
MD, FACS, vice-chair; and Ralph G. Dacey, Jr., MD, 
FACS, secretary. Donald P Becker, MD, FACS, re- 
mains the treasurer. The next meeting of the 
ABNS took place on November 7-10, 2000, in 
Houston, TX. 
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American Board of Obstetrics and Gynecology 

by Robert C. Cefalo, MD t PhD , FACS , Chapel Hill NC 


I n the future, these reports will be compiled in 
January rather than In September The reason 
for this change has to do with the timing of the 
results obtained from the examinations adminis- 
tered by the American Board of Obstetrics and 
Gynecology (ABOG). Several years ago, the board 
conducted the written examination on a single date 
and conducted the oral examination on a single 
date. Thus, keeping up with the results of an ex- 
amination administered in one year and report- 
ing them the following year was manageable. How- 
ever, as the number of examinations has increased 
from two per year to as many as 17 per year, re- 
porting the results of these examinations has be- 
come very confusing when spread over a two-year 
period. Moreover, the final results of the mainte- 
nance of certification examinations are not avail- 
able until after December 31 each year. 

Oral examination 

Beginning in 2000, all oral examinations admin- 
istered by the board will be given in Dallas, TX. 
For the past several years, the subspecialty exami- 
nations have been given every spring in Dallas, TX, 
at the Westin Galleria Hotel. This same hotel will 
be the site for the basic oral examination in 2000. 
The difference will consist of an alternate date for- 
mat. Specifically, because of its increased size, the 
oral examination was scheduled to be administered 
in three separate sessions: November 6-10, 2000, 
December 4-8, 2000, and January 8-12, 2001. This 
divided format of three separate sessions will be 
continued in the future for the administration of 
the basic oral examination in obstetrics and gyne- 
cology. 

Test center 

ABOG currently is constructing a new test cen- 
ter that will be physically contiguous with the cur- 
rent board office. The test center will be used be- 
ginning in 2001 for all oral examinations. Rooms 
will be designed to accommodate the current for- 
mat of the oral examination and will be equipped 
with high-resolution computer screens with at- 


tached computer capability so that imaging of cur- 
rent Kodachromes and structured cases will be- 
come more easily accessible to the examinees and 
the examiners, as well as provide a markedly im- 
proved image of the clinical condition under dis- 
cussion. Arrangements are being made with ho- 
tels within a six- to eight-block radius of this facil- 
ity to ensure adequate housing for oral examiners 
and candidates. The first anticipated use for this 
facility for oral examinations will be for the sub- 
specialty examinations in the spring of 200 1 . The 
specific date of these examinations is April 16-18, 
2001. 

Web site 

The board anticipates that the Web site 
[www.abog.org) will become more widely recog- 
nized. The following items are presently available 
on the Web site: current bulletins (obstetrics and 
gynecology, subspecialties, and maintenance of cer- 
tification/voluntary recertification), the dates and 
sites of future examinations, as well as guides to 
learning in the various subspecialties of obstetrics 
and gynecology. Within a short period of time, we 
expect to be able to upgrade the Web site to be even 
more user-friendly. 

Maintenance of certification 

In 1999, ABOG and the American Board of Medi- 
cal Specialties (ABMS) introduced a new term for 
their recertification processes — maintenance of 
certification. This phrase was chosen by both or- 
ganizations for a variety of reasons, but the most 
urgent was the recognition that only time-limited 
certificates will be issued by all ABMS boards af- 
ter the year 2000. Thus, over the next generation, 
only time-limited certificates will remain. Until 
then, however, it is important to recognize and to 
acknowledge those diplomates who do more than 
is required of them and diplomates with time-lim- 
ited certificates who choose to recertify. 

ABOG issued its first time-limited certificates in 
1986. Since then, the ABOG has used two terms — 
voluntary recertification and certificate renewal. 
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Voluntary recertification applies only to those 
diplomates whose certification occurred before 
1986. These individuals do not have time -lim- 
ited certificates. Such diplomates have certifi- 
cates with no time constraints. Certificate re- 
newal applies to those diplomates with time -lim- 
ited certificates (certificates issued from 1986 on). 

Maintenance of certification was chosen to en- 
compass both terms. Therefore, “maintenance 
of certification" means both voluntary recerti- 
fication and certificate renewal. As diplomates 
who have no time-limited certificates retire, the 
term "voluntary" recertification will be phased 
out and maintenance of certification will replace 
the term “certificate renewal." 

iVeiv subspecialty 

In February 2000, Gerson Weiss, MD, president 
of the ABOG, and Andrew C. Novick, MD, presi- 
dent of the American Board of Urology, announced 
that the two boards have agreed to jointly sponsor 
and accredit a new subspecialty in female pelvic 
medicine and reconstructive surgery This agree- 
ment concluded an intense two-year dialogue be- 
tween the two boards to ensure that adequate sub- 
specialty training will be available in this area for 
obstetrician/gynecologists and urologists. 

The presidents of the two boards emphasized that 
there are more than 50 million American women 
over age 50, and a share of them will ultimately 
develop varying degrees of incontinence. Presently, 
incontinence problems constitute the second lead- 
ing cause of institutionalization in the US. The 
availability of appropriately trained specialists and 
subspecialists in urology and obstetrics and gyne- 
cology will ensure that the women of this country 
will receive appropriate diagnostic evaluation and 
effective medical and surgical therapy to correct 
these difficulties. Enhanced access to care for in- 
continence will improve the quality of life for 
women experiencing this problem and will result 
in appreciable savings in health care dollars. 

Both Drs. Weiss and Novick stressed the impor- 
tance of the development of this subspecialty, not 
only to ensure that these physicians will be able 
to provide this care, but to ensure that the first 
wave of such well-trained surgeons also will 
serve as teachers for other urologists and obste- 
trician/gynecologists. This will ensure an ad- 
equate number of appropriately trained indi- 


viduals will be available to meet this increasing 
need on the part of American women. 

The names of the individuals assigned to this 
new subspecialty are: Dr. Stenchever, director and 
representative; Dr. Fowler; Nicolette S. Horbach, 
MD; Edward J. McGuire, MD, FACS; Robert M. 
Weiss, MD, FACS; and Philippe E. Zimmern, MD, 
FACS. 

Cert ifi ca ti on : Prin ci pal ex a min a ti ons 
in obstetrics and gy necology 

A, Principal oral examination, 

November 16-20, 1998, in Chicago, IL 

1. Status of candidates 


Disapproved ad hoc 


15 


Disapproved — case list 


63 


Incomplete — no fee 


98 


No show 


4 


Result voided 


0 


Withdrew from exam 


32 


Took exam 


1,474 


Total 


1,686 


2. Pass-fail results 

Passed 

Failed 


# 

% 

# 

% 

Took exam 1,220 

83 

254 

17 

US . graduates 1,139 

84 

209 

16 

I nter national graduates 8 1 

64 

45 

36 

US. graduates — 




F irst-time take rs 1 ,007 

86 

163 

14 


B. Principal written examination, 
June 28, 1999, at multiple sites 


1 . Status of candidates 


Applied 1,860 

New applicants 1 ,246 

US . medical graduates 1,165 

International medical graduates 81 
Reapplications 614 

US. medical graduates 388 

International medical graduates 226 
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2. Pass- fail results 


D. Examination trends 



Passed 

Failed 


1. The pass rates for the principal written ex- 


# 

% 

# 

% 

amination in obstetrics and gynecology have re- 






mained in a very narrow range for the last 10 

Took exam 

1,322 

78 

381 

22 

years. For U.S. graduates of American medical 

U.S. medical graduates 

1,224 

83 

244 

17 

schools, the pass rate has ranged between 87 and 

International medical 





95. For the entire examination, the pass rate has 

graduates 

98 

42 

137 

58 

ranged between 66 and 76. 

First -time takers 

1,139 

92 

105 

8 

2. The 1990-1999 pass rates for all candidates 

U.S. medical graduates — 





for the principal oral examination in obstetrics 

First- time takers 

LOGS 

92 

97 

8 

and gynecology are listed below by year. A very 

Reapplications 

183 

40 

276 

60 

narrow range of 83-87 has existed for the last de- 
cade. Mode of practice continues to be the major 

C. Principal oral examination. 



reason for failure on this examination. 

November 8-12, 1999, in 

Chicag 

P, IL 








1990 85% 1995 84% 

1 . Stat u s of e andi dates 




1991 83 1996 83 






1992 86 1997 84 

Disapproved ad hoc 


19 


1993 87 1998 83 

Disapproved — case list 


29 


1994 87 1999 85 

Incomplete — no fee 


75 



No show 



7 



Result voided 



0 


Maintenance of certification 

Withdrew from exam 


39 



Took exam 



1,515 


A. Certificate renewal/volontary recertifica- 

Total 



1,684 


tion written examinations 

2 . Pass-fail results 





1. Examinations administered on February 28, 
1999, in multiple sites 


Passed 

Failed 



# 

% 

# 

% 

Passed Failed 






it %. i a 

Took exam 

1,291 

85 

224 

15 

a. Obstetrics and gynecology 

U.S. graduates 

1,199 

93 

96 

7 

1. Certificate renewal 196 97 7 3 

International graduates 
U.S. graduates — 

92 

42 

128 

58 

2. Voluntary recertification 17 94 1 6 

first-time takers 

1,052 

96 

45 

4 

b. Obstetrics and gynecology + 






gynecologic oncology 

Active diplomates — 31,812 (approximate) 



1. Certificate renewal 8 100 0 0 






2. Voluntary recertification 2 67 1 33 


The number of candidates taking the 1994 ex- 
amination was 1,375, and the 1995 number was 
1,348. The number in 1996 was 1,441, and the 
number in 1997 was 1,431. The numbers for 
1998 and 1999 were 1,474 and 1,515, respec- 
tively. Thus, the number of candidates taking 
the oral examination appears to have increased 
the past two years. 


c. Obstetrics and gynecology -i- MFM 

1 . Certificate renewal 14 100 

2. Voluntary recertification — — 

d. Obstetrics and gynecology -i- RE I 

1 . Certificate renewal 15 100 

2. Voluntary recertification 2 100 


0 0 


0 0 
0 0 
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2 . Obstetrics and gynecology maintenance of 
certification examination administered on Au- 
gust 9, 1999, in Dallas, TX 

Passed Failed 

# % # % 

a. Certificate renewal 82 98 2 2 

b. Voluntary recertification 7 100 0 0 

3 . Pass rates for the combined February and Au- 
gust examinations in obstetrics and gynecology 
were: 


Passed 

Failed 

# % 

# % 


a. Certificate renewal 

278 

97 

9 3 

b. Voluntary recertification 

24 

96 

1 4 


B, Annual board certification (ABC): Cer- 
tificate renewal and voluntary recertifica- 
tion for 1998 

L For 1998, only the principal discipline in 
obstetrics and gynecology was offered. 

2 , There were 4,098 applications received, 
and of these, 3,995 (97%) were approved. 

3, The process was completed by 2 , 809 (70%) 
of the 3,995 diplomat es approved to participate. 

4, Of those diplomates completing the pro- 
cess, 2,791 (99%) passed and 18 (1%) failed. 

5, Among the 2,791 diplomates who passed 
the ABC process, 2,070 (74%) were voluntarily 
recertified: and 721 (26%) achieved certificate 
renewal. 


C, ABC: Certificate renewal and voluntary 
recertification for 1999 

L In 1999, the ABC process was expanded to 
include basic obstetrics and gynecology plus gy- 
necologic oncology, maternal- fetal medicine or 
reproductive endocrinology/infertility, as well as 
basic obstetrics and gynecology. 

2, Applications: 





Disap- 

With- 

Did not 



Aoolied Approved proved 

drew 

complete 

Process 


# 

# 

# 

# 

# 

% 

OB/GYN 3,292 

3,286 

6 

17 

360 

11 

ONC 

148 

148 

0 

0 

44 

30 

MFM 

372 

372 

0 

0 

71 

19 

REI 

166 

166 

U 

a 

42 

m 

Totals 

3,978 

3,972 

6 

17 

518 

13 


3. Pass-fail numbers and percentages of ap- 
proved diplomates who started the ABC process. 



Entering 

Pass 

Did not complete or failed 


# 

# 

% 

_# 

_% 

OB/GYN 3,269 

2,895 

89 

374 

11 

ONC 

148 

102 

69 

46 

31 

MFM 

372 

295 

79 

77 

21 

REI 

166 

123 

2A 

_12 

m 

Totals 

3,955 

3,415 

86 

540 

14 


4. Pass-fail numbers and percentages of diplo- 
mates who completed the ABC process. 



Entering 

Pass 

Failed 


# 

# 

% 

# 

% 

OB/GYN 

2,909 

2,895 

99 

14 

1 

ONC 

104 

102 

98 

2 

2 

MFM 

301 

295 

98 

6 

2 

REI 

123 

123 

100 

0 

0 

Totals 

3,437 

3,415 

99 

22 

1 


5. Diplomates successfully completing the ABC 
process either voluntarily or for certificate renewal. 

Voluntary Certificate renewal 

# % # % 


OB/GYN 

2,051 

71 

844 

29 

ONC 

88 

86 

14 

14 

MFM 

231 

78 

64 

22 

REI 

_82 

67 

_41 

33 

Totals 

2,452 

72 

963 

28 
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Upcomi ng ex a mi n a ti on s 

The next principal oral examinations are sched- 
uled for November 6-10, 2000, December 4-8, 2000, 
and January 3-12, 2001, in Dallas, TX. Subspecialty 
oral examinations are scheduled for April 16-18, 
200 1 1 at the ABOG test center. Written examinations 
will be held June 25, 2001, at various sites. 

The written examination for maintenance of cer- 
tification is scheduled for February 26, 2001, at 
various centers and for August 27, 2001, at the 
ABOG test center. The practice review for mainte- 
nance of certification will take place November 6- 
10, 2000, December 4-8, 2000, and January 3-12, 
2001. The ABC certification examination take 
place on January 1 of each year 


Officers and board members 
Officers and board members for the year end- 
ing on June 30, 2001 are: Gerson Weiss, MD, 
president; Michael T Mennuti, MD, vice presi- 
dent; William Droegemueller, MD, director of 
evaluation; Ronald S. Gibbs, MD, treasurer; 
Robert Cefalo, MD, PhD, chairman of the board; 
Haywood L. Brown, MD; Larry J. Copeland, MD, 
FACS; Alan H. DeCherney, MD; Philip J. DiSaia, 
MD, FACS; Sherman Elias, MD, FACS; Wesley 
C. Fowler, Jr., MD, FACS; Larry C. Gilstrap III, 
MD; Frank W. Ling, MD; Kenneth L. Noller, MD; 
Valerie M. Paris! , MD, MPH; Nanette F. Santoro, 
MD; Morton A. Stenchever, MD. 


American Board of Ophthalmology 

by William E. Benson, MD, FACS, Kansas City, MO 


xaminations 

The fall oral examination and meeting of the 
American Board of Ophthalmology (ABO) was 
held November 12-14, 1999, in Cambridge, MA. 
The next annual meeting was scheduled for Fri- 
day, November 17, 2000, in San Francisco, CA. 

The next written qualifying examination is 
scheduled for administration on April 20, 2001. 
Dates and locations for upcoming oral exami- 
nations are: November 17-19, 2000, in San Fran- 
cisco, CA; May 11-13, 2001, in Chicago, IL; Oc- 
tober 26-28, 2001, in Cambridge, MA; June 7-9, 
2002, in San Francisco, CA; and November 8- 
10, 2002, in San Francisco, CA. 

The total number of diplomates certified at the 
oral examinations on November 1999 in Cam- 
bridge, MA, and on May 2000 in San Francisco, 
CA, was 517 (236 in Cambridge and 281 in San 
Francisco). Seventy-nine individuals failed the 
examination and must repeat all six subjects. 

The 2000 written qualifying examination was 
held on Friday, April 7, at three sites in the U.S. 
The questions on this examination were pre- 
pared by the written examination committee of 
the ABO and the ophthalmic knowledge assess- 


ment program committee of the American Acad- 
emy of Ophthalmology. The written examination 
committee reviews and approves the final ques- 
tions. 

Of the 679 registered for the 2000 written 
qualifying examination (WQE), 623 took the ex- 
amination, 155 failed (24.8%), and 468 passed. 
Of the 155 who failed, 77 (49.67%) failed previ- 
ously. Of the 623 candidates who took the ex- 
amination, 149 (23.92%) were repeaters; of 
these, 77 (51.68%) failed again. International 
medical graduates constituted 7.38 percent (46 
candidates) of the examination, and 21 failed 
(45.65%). U.S. /Canadian graduates constituted 
92.61 percent (577 candidates), and 134 
(23.22%) failed. Of the 149 candidates repeat- 
ing the WQE, 19 (12.75%) were international 
medical graduates and 130 (87.24%) were U.S./ 
Canadian graduates. 

The candidates who passed the 2000 WQE plus 
the repeaters from previous oral examinations 
provide a potential pool of 275 candidates for 
the November 2000 San Francisco oral exami- 
nation and 270 potential candidates for the May 
2001 Cambridge, MA, oral examination. 
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Re certifi ca ti on 

The next certificate renewal examination, writ- 
ten (CREW) will be offered February 1 through 
March 31, 2001 . (This is a take-home examination 
for completion in two months.) The next office 
record reviews (ORRs) will be offered January 1- 
31, 2001, and July 1-31, 2001 (given twice a year 
with one month to complete) . 

The 2000 CREW examination was administered 
as a take-home examination from February 1 
through March 31. Of the 59 registered for this 
examination, 59 completed the examination; 56 
passed (94.92%) and three failed (5.08%). 

The ORR was administered July 1 through July 
31, 1999, and January 1 through January 31, 2000. 
All 1 1 registered at the July 1999 examination com- 
pleted and passed the review At the January 2000 
examination, 29 were registered, with 28 passing 
and one incomplete. 

Re pres en ta ti on 

The representative to the American College of 
Surgeons for 2000 is Lee R. Duffner, MD, FACS, 
Hollywood, FL. The board's representatives to the 
residency review committee (RRC) for the year 
2000 are: Susan H. Day, MD; Richard P Mills, MD; 
and M. Bruce Shields, MD, FACS. 

The RRC for ophthalmology, at its June 5-6, 
1999, meeting considered 26 agenda items. The 
following events transpired at this meeting: seven 
programs received continued full accreditation sta- 
tus, six progress reports were reviewed, 10 admin- 
istrative decisions were made, one program re- 
ceived voluntary withdrawal status, one probation- 
ary accreditation status was granted, and one pro- 
gram received provisional accreditation. 

At its December 3-4, 1999, meeting, the RRC for 
ophthalmology considered 22 agenda items. The 
results of this meeting are as follows: 14 programs 
received continued full accreditation status, five 
progress reports were reviewed, two administra- 
tive decisions were made, and one proposed pro- 
bationary status was given. 

Officers and board directors 

Following are the officers and board members 
for 2000: William E. Benson, MD, FACS (chair); 
John G. Clarkson, MD, (vice-chair); Edward G. 
Buckley, MD, FACS; and Mark J. Mannis, MD, 
FACS. 


The voting representatives to the American 
Board of Medical Specialties (ABMS) for 2000 are: 
Denis M. O'Day, MD, FACS; John G. Clarkson, MD; 
Richard R Mills, MD; and Charles F Wilkinson, 
MD. 

General information 

In keeping with the board's principle of continual 
improvement of both process and examination 
methods, a more extensive training program was 
introduced for the associate examiners who par- 
ticipate in the oral examinations. The new system 
involves a mentoring process that pairs seasoned 
associate examiners with new examiners, allow- 
ing for a detailed instructional orientation, fol- 
lowed by an interactive practice session, and then 
observation and hands-on training during the oral 
examination. 

For many years the board has required that all 
individuals who enter an ophthalmology training 
program complete a general medicine post-gradu- 
ate clinical year (PGY-1). Occasionally, the board 
comes across an individual who graduates from an 
ophthalmology residency without the necessary 
PGY-1 training. To avoid the resulting disappoint- 
ment to a resident, the ABO, in August 2000, be- 
gan to request from program chairs a copy of the 
PGY-1 certificates for their ophthalmology resi- 
dents at the PGY-2 level. 

The ABO has submitted six subspecialty guide- 
lines (cornea and external disease, glaucoma, 
neuro-ophthalmology, ophthalmic pathology, pedi- 
atric ophthalmology and macula, retina, vitreous) 
to the RRC for ophthalmology for the Accredita- 
tion Council for Graduate Medical Education 
(ACGME). These documents will now go through 
the necessary review process. 

The ABO is participating in a two-part meeting 
sponsored by the ABMS and the ACGME. This is 
a joint initiative on resident evaluation, which is 
intended to create a plan to improve the assess- 
ment of residents during their training and to pro- 
vide information to member boards for the initial 
certification process. Each specialty has four rep- 
resentatives, one from each of the following: the 
board, the RRC, the residency director organiza- 
tion, and the resident pool. 
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American Board of Orthopaedic Surgery 

by Robert H. Cofield, MD, Rochester, MN 


A t the American Board of Orthopaedic Surgery 
(ABOS), the purposes have remained focused 
with regard to educational standards and to test- 
ing for initial and continuing professional quali- 
fications, The curriculum and corresponding ro- 
tational options have been developed for the first 
postgraduate year to better integrate this period 
of training within the overall five-year program. 
Understandably, many programs have accom- 
plished this transition readily while others have 
undergone significant alterations. Unlike the 
first postgraduate year, years two through five 
have had well- recognized educational objectives, 
and review of these requirements suggests little 
change will be necessary over the ensuing few 
years. 

Our two major professional organizations and 
the Academic Orthopaedic Society continue to 
provide informational interchange reports with 
focused presentations to young orthopaedic sur- 
geons and to program directors. There is ongo- 
ing interchange with the major professional so- 
ciety to maintain a relationship between educa- 
tional programming by the society and the test- 
ing that occurs, both for certification and for 
recertification. An initiative has also been de- 
veloped to further explore the concept of virtual 
reality in education and testing — initially in the 
field of arthroscopy 

Creden ti aling and certification 

Credentialing continues to be a major activ- 
ity for the board. For recertification, this in- 
cludes not only the standard credentialing ac- 
tivities, but also a substantive component of peer 
review, continuing medical education, and a test. 
Currently, seven tests are available. These in- 
clude: a written general examination; a com- 
puter-administered general examination; a prac- 
tice-based oral examination; the subspecialty 
examination in surgery of the hand; and com- 
puter-administered examinations that combine 
general orthopaedic surgery and either sports 
medicine, surgery of the spine, or adult recon- 


struction. Also, we have entered into a pilot 
project to assess how the traditional outcome 
measurements might be incorporated into the 
overall credentialing process. 

The initial certification process includes two 
examinations, a written test and a practice- 
based oral exam. The written examination is 
given annually and is formulated with the Na- 
tional Board of Medical Examiners. We have 
recently reviewed and updated the distribution 
of questions. We have further studied the stan- 
dard-setting mechanisms and reviewed the 
equating activities that are occurring. Ongoing 
discussions are taking place with regard to con- 
verting this test into a computerized test pro- 
cess, as has recently been accomplished with the 
USMLE. We would envision that this will occur, 
but its timing is uncertain. 

Examinati ons 

We are fortunate with respect to the oral ex- 
amination in that images are a large part of or- 
thopaedic surgery. The oral examination is now 
practice-based with candidates completing and 
submitting a notarized six-month list of their 
operative cases. The board then selects cases, 
which, with supporting documents, constitute 
the examination materials. Testing what the 
examinee actually does has great advantages, 
but it is difficult to score. In this regard, we have 
had three different psychometricians analyze 
the examination over time, and there have been 
a number of suggestions for improving it, in- 
cluding standardization of examiner instruc- 
tions, increasing the ratio of examiners to ex- 
aminees, standardizing the scoring process, con- 
sidering examiner severity as a part of the evalu- 
ation process, and developing a criterion stan- 
dard for passing. All these activities have oc- 
curred in a stepwise fashion, and we are confi- 
dent that the examination will discriminate be- 
tween those who would meet a standard and 
those who would not. 

continued on page 57 
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ACS Officers and Regents 


Officers/Officers- Elect 



Harvey W. Bender, Jr. 
President 

Thoracic surgery 
Professor and chair, 
department of cardiac and 
thoracic surgery, 

The Vanderbilt Clinic 
Nashville, TN 


Lazar J« Greenfield 
First Vice-President 

Vascular surgery 
Frederick A. Coder Distin- 
guished Professor and 
chairman, 
department of surgery, 
University of Michigan, Ann 
Arbor 
Ann Arbor, MI 




LaMar S« McGinnis 
Second Vice-President 

General surgery 
Medical director, 

Eberhart Cancer Center, 
clinical professor of surgery, 
Emory University Medical 
Center 
Atlanta, GA 


John L* Cameron 
Treasurer 
General surgery 
Professor and chair, 
department of surgery 
The Johns Hopkins 
University School of Medicine 
Baltimore, MD 




R. Scott Jones 
President-Elect 
General surgery 

S. Hurt Watts Professor and 
chair, department of surgery 
University of Virginia Health 
System 

Charlottesville, VA 


Kathryn D. Anderson 
First Vice-President- 
Elect /Sec ret ary 
Pediatric surgery 
Chief and vice-president 
of surgery, Children's 
Hospital of Los Angeles, 
professor of surgery, 
University of Southern 
California 
Los Angeles, CA 




Claude H. Organ, Jn 
Second Vice-President- 
Elect 

General surgery 
Chair, surgery residency 
program, professor, depart- 
ment of surgery University 
of California, Davis-East Bay 
Oakland, CA 
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Board of Regents 


C. James Carrico 
Chair 

Trauma and critical care 
Doris and Bryan Wildenthal 
Distinguished Chair in 
Medical Science and 
professor, 

department of surgery 
University of Texas 
Southwestern Medical 
Center 
Dallas, TX 


Jonathan L. Meakins 
Vice-Chair 

General surgery 
E. W. Archibald Professor 
of Surgery, 
chair, McGill University, 
chief, surgical services, 
McGill University Health 
Centre 
Montreal, PQ 





L. D* Britt 

General surgery 

Brie kho use Professor and 

chair, department of surgery 

Eastern Virginia Medical 

School 

Norfolk, VA 


William PL Coles 

Ophthalmic surgery 
Professor emeritus, 
State University of New York 
New Orleans, LA 




Paul E. Collicott 

Vascular surgery 
Private practice 
Lincoln, NE 


Edward M. Copeland III 

General surgery 
Edward R. Woodard 
Professor and chairman, 
department of surgery 
University of Florida College 
of Medicine 
Gainesville, FL 
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Board of Regents (continued) 



Richard J. Finley 

General surgery 
C. N. Woodward Chair in 
surgery; professor and head, 
department of surgery 
University of British Colum- 
bia Faculty of Medicine 
Vancouver, BC 


Josef E. Fischer 

General surgery 
Professor and chairman, 
department of surgery 
and associate dean, 
community affairs, 
University of Cincinnati 
Cincinnati, OH 




Alden H. Harken 

Cardiothoracic surgery 
Professor and chairman, 
department of surgery 
University of Colorado 
Denver, CO 


Gerald B + Healy 

Otorhinolaryngology 
Oto 1 ary nogologi st- i n-c hie f, 
Children's Hospital 
Bos ton , MA 




Edward R. Laws, Jr. 

Neurosurgery 
Professor of neurosurgery 
and medicine, 

University of Virginia 
Health Sciences Center 
Charlottesville, VA 


Margaret F. Longo 

General surgery 
Hot Springs, AR 
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Board of Regents (continued) 



Jack W McAninch 

Urology 

Professor of urology, 
University of California- 
San Francisco, chief of 
urology, San Francisco 
General Hospital 
San Francisco , CA 


Mary H. McGrath 

Plastic surgery 
Chief, department of plastic 
surgery, Loyola University 
Medical Center 
Maywood, IL 




David L, Nahrwold 

General surgery 
Emeritus Professor of 
Surgery, 

John T. Preskitt 


1 

Northwestern University 

General surgery 


i 

Medical School 

Attending surgeon, Baylor 

r 1 


Chicago, IL 

University Medical Center 




Dailax, TX 



Ronald E. Rosenthal 

Orthopaedic surgery 
Wayland, MA 


Maurice J. Webb 

Gynecology (oncology) 
Professor and chair, 
division of gynecologic 
surgery, 
Mayo Clinic 
Rochester, MN 
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CyberSurgeon 


Virtual reality surgery: 
Has the future arrived? 


by Karen Sandrick, Chicago T IL 

A s part of the typical surgical routine, sur- 
geons slap X-ray films, computed to- 
mography slices, and even three-dimen- 
sional image reconstructions on light boxes along 
the walls of the operating room so they can step 
away from the operating table whenever they need 
to review where a particular structure lies. Is it 
just beyond the curve of that vessel, just past that 
turn in the bone, just behind that bit of tissue? 

But what if surgeons didn’t have to walk away 
from the table? What if they could view anatomy 
in three dimensions through stereo video displays 
in a pair of goggles much like a pair of bifocals? 
Better yet, what if they could turn the display in 
any direction or orientation and look at actual 
three-dimensional images of anatomy superim- 
posed over the operative field from their particu- 
lar point of view? 

Surgeons then would be able to save consider- 
able amounts of time. They wouldn’t have to spend 
an hour with an ultrasound probe double-check- 
ing the position of major vessels during liver re- 
section. They would know exactly where to place 
their ports while performing living-related donor 
nephrectomy. They could spot a tumor in the ad- 
renal gland without having to interrupt the op- 
eration at critical moments to check anatomic im- 
ages. 

“Surgeons would be able to see much more 
clearly and do things in more efficient and intelli- 
gent ways. Knowing exactly what they were go- 
ing to find and exactly where they were going in 
and coming out, they would be better able to make 
all the small decisions of an operation,” says 
Jonathan Silverstein, MD, FACS, assistant pro- 
fessor of surgery and health care informatics at 
the University of Illinois at Chicago (UIC). 

This is the future of virtual reality surgery as 
Dr. Silverstein sees it, and it’s not that far away. 
Indeed, some elements of virtual reality surgery 
already are in place at UIC : 

Surgical residents are using virtual reality 


technology to study the three-dimensional 
anatomy of the temporal bone, which often is 
difficult for students to conceptualize even af- 
ter reviewing textbooks, illustrations, photo- 
graphs, or cadaveric sections. With the virtual 
temporal bone, students can see not only the 
bone itself, they also can rotate it in different 
orientations and peel off layer after layer of bony 


Tele- immersion technologies 

Virtual reality technology is being developed in 
many clinical and industrial centers throughout 
the country. The tele -immersion approach, which 
combines teleconferencing with virtual reality, 
was invented at the University of Illinois at Chi- 
cago Electronic Visualization Laboratory. Re- 
searchers there created a portable four- by -six-foot 
screen called the ImmersaDesk™, which brings 
computer projections into a viewer’s own world. 
The technology produces stereo vision in a viewer- 
centered perspective, which means the computer 
corrects the projected view of a three-dimensional 
object according to each viewer’s position. 

While wearing stereo glasses and using a mag- 
netic hand-t racking device, viewers enter a vir- 
tual reality environment that surrounds them 
with three-dimensional, computerized graphics 
but does not eliminate their real world. Viewers 
consequently can see their own hands and talk 
with other people in the same virtual setting. 

“It’s not the same virtual environment you see 
in other areas where you walk into a virtual world 
and your eyes are covered to the real world. This 
actually combines the two,” explained Jonathan 
Silverstein, MD, FACS, an assistant professor of 
surgery and health care informatics at UIC. 

As a result, 44 Teleimmersion or augmented re- 
ality will give surgeons the ability to superimpose 
anatomic images right on their patients while 
they’re operating,” he said. 
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tissue to reveal the semicircular canals, carotid 
arteries, nerves, and other structures. 

A computer model of the virtual pelvic floor is 
providing colorectal surgery residents with a pan- 
oramic view of the muscles of the rectum, coccyx, 
and anal sphincter from below, the lining of the 
anal canal, and the network of nerves innervat- 
ing the pelvis. It is also allowing true three -dimen- 



Temporal bone image 

The image pictured above, which appears in 
color on the cover of this issue, demonstrates the 
three-dimensional complexity of the internal 
anatomy of a right temporal bone from the per- 
spective of a person looking down the external 
auditory canal. The largest structures shown in- 
clude the facial and trigeminal nerves in yellow, 
carotid artery in red, venous sinuses and semi- 
circular canals in blue. 

The image was created by a multidisciplinary 
team working with the Virtual Reality in Medi- 
cine Laboratory at the University of Illinois at 
Chicago. Digitized histologic sections were 
multiplanar reformatted to obtain voxel data at 
0.038mm resolution. Each individual structure 
was then outlined by illustrators on hundreds of 
images. Finally the three-dimensional structures 
were regenerated and rendered. The model is 
used to teach head and neck surgeons. 

— Jonathan Silverstein, MD, FACS 


This project has been funded in part with federal funds 
from the National Library of Medicine, National Insti- 
tutes of Health, under Contract No. N01-LM-9-3543. Dr. 
Silverstein also acknowledges Berend Hillen, MD, PhD, 
Utrecht University, for his histologic data and John 
Stewart, PhD, Medical College of Virginia, for his Iso View 
software. 


sional, stereo surgical teleconferencing. In a vir- 
tual pelvic floor broadcast from the UIC Virtual 
Reality in Medicine Laboratory to two other loca- 
tions, colorectal surgeons in Chicago, IL, and in 
Washington, DC, could see and discuss the pelvic 
floor model from their own perspective. 

Ophthalmology residents are testing their 
ability to manipulate surgical instruments to ex- 
ecute interactive cutting, excision, suctioning, 
and elevation of tissue. They also learn to man- 
age tearing, drainage, and adhesions while re- 
pairing retinal detachments on a virtual reality 
simulator. 

Other applications will soon make virtual real- 
ity part of everyday patient care. Dr. Silverstein 
predicts. The virtual reality laboratory at LJIC is 
working with the department of radiology to trans- 
fer three-dimensional radiology data sets to a vir- 
tual reality stereo environment for conducting 
presurgical planning. In a demonstration at the 
College’s 1999 Clinical Congress, Dr. Silverstein 's 
team showed that CT or magnetic resonance im- 
aging data could be manipulated interactively in 
an immersive environment, instantaneously 
transforming the view of the data. Features dem- 
onstrated included windowing the data from bone 
to soft tissue and exposing internal structure 
through the use of cutting planes. With these tech- 
niques, the team could identify vessels surround- 
ing a tumor and plot an unobstructed path to the 
surgical target past vital areas. 

In about a year, Dr. Silverstein and his colleagues 
may start bringing virtual reality into the operat- 
ing room — at least as a prototype. By then, cur- 
rent large-scale computerized stereo displays may 
become part of a network that links high-perfor- 
mance computing power with more manageable 
display units in an operating room; or the displays 
may be condensed into smaller devices that will 
not clutter an already crowded surgical suite. 
These networks and devices are being built in vari- 
ous sites around the country, and when they are 
integrated into clinical practice, they will add tre- 
mendous value and use. Dr. Silverstein says. 

Virtual reality simulations will become a stan- 
dard part of a surgeon's ongoing training, he pre- 

continued on page 63 


Karen Sandrick is a freelance medical writer in 
Chicago, IL. 
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Socioeconomic tips 
of the month 


Coding for endovascular 
abdominal aortic aneurysm repair 


C PT 2001 contains 14 new codes that de- 
scribe endovascular repair of abdominal 
aortic aneurysms (AAAs). Endovascular 
abdominal aortic aneurysm repair is accom- 
plished by placing a carrier, which contains a 
prosthetic graft, inside the arterial system. Fluo- 
roscopic guidance is used to advance the carrier 
through the arterial system to the aneurysm. 
When the aneurysm is reached, the graft is re- 
leased from the carrier. The graft extends be- 
yond the aneurysm onto normal vessels to cre- 
ate a hemostatic seal. 

To accurately report endovascular repair of ab- 
dominal aortic aneurysms, several codes are used 
in combination. Specific codes are used to report 
the following services: open surgical exposure of 
the femoral or iliac arteries, insertion of guidewires 
and catheters, positioning and deployment of the 
prosthesis, placement of extension cuffs if required, 
and radiological supervision and interpretation. In 
addition, there are new codes for placement of an 
iliac occluding device and for placement of a femo- 
ral-femoral bypass graft during endovascular AAA 
repair. Finally, three new codes have been defined 
for conversion to open AAA repair, should it be 
necessary. CPT provides specific coding guidelines 
and parenthetical notes to help the user identify 
codes that may be reported in conjunction with one 
another. 

En d o vascular repair 

CPT codes 34800-34804 are the main ones that 
describe endovascular repair. The specific code 
reported is based on the type of prosthesis used 
(that is, aorto-aortic tube prosthesis, modular 
bifurcated prosthesis, or unibody bifurcated 
prosthesis). These codes do not include surgical 
exposure of arteries (34812, 34820) for the de- 
livery of the prosthesis, nor do they include in- 
troduction of catheters into the aorta or selec- 


All specific references to CPT terminology and phraseology are: 
CPT only © 2000 American Medical Association. All rights re- 
served. 


tive catheter placement in aortic branches 
(36200, 36245-36248); therefore, these services 
are reported separately. 

Open arterial exposure 

CPT 34812 and 34820 are new codes that de- 
scribe open arterial exposure for delivery of the 
prosthesis. These procedures allow access in the 
groin or pelvic vessels to insert the device (s), given 
that current endografts are too large for percuta- 
neous insertion. These codes are reported sepa- 
rately in addition to the primary repair codes. 

Extension cuffs 

CPT codes 34825 and 34826 describe the place- 
ment of a proximal or distal extension cuff when 
the main prosthesis is too short to reach beyond 
the aneurysm. It is important to recognize that 
these codes are reported by vessel, not by the num- 
ber of extension cuffs placed. If multiple cuffs are 
placed within the same vessel, this service is re- 
ported only once. However, if cuffs are placed in 
two different vessels, code 34825 would be reported 
for the first vessel, and code 34826 would be used 
to reflect cuff placement in the second vessel. 

Unusual repairs 

CPT codes 34808 and 34813 describe adjunctive 
procedures occasionally performed during place- 
ment of an endovascular prosthesis. Code 34808 is 
defined as endovascular placement of an iliac ar- 
tery occlusion device, and code 34813 is used to 
report placement of a femoral-femoral prosthetic 
graft during endovascular AAA repair. Because 
these are add-on codes and are reported in addi- 
tion to the other repair codes, they do not require 
that modifier -51 (multiple procedure) be ap- 
pended. 

Conversion to open AAA repair following 
unsuccessful endovascular' repair 

CPT codes 34830-34832 describe the conversion 
from an unsuccessful endovascular repair to an 
open aneurysm repair. These codes include dissec- 
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tion of the affected vessel, repair of associated ar- 
terial trauma, and placement of a traditional graft 
for repair of the aneurysm. 

Coding tips 

Radiological supervision and interpretation is 
reported separately in addition to the endovascular 
repair series of codes, CRT contains two new codes 
to report radiological supervision and interpreta- 
tion, 75952 or 75953. Code 75952 is the primary 
endovascular supervision and interpretation code; 
it includes interpretation of the roadmapping ar- 
teriogram plus all supervision and interpretation 
during the routine endovascular AAA repair ex- 
cept placement of extension cuffs. Code 75953 is 
reported for the radiological supervision and in- 
terpretation of extension cuffs. Keep in mind, too, 
that the Health Care Financing Administration 
does not have regulations limiting payment for ra- 
diological supervision and interpretation codes to 
any particular specialty. A physician who performs 
radiological supervision and interpretation and 
completes the necessary documentation should be 
reimbursed by their carrier for that service. 

Although reporting endovascular AAA repair 
may sound complicated, a five-step "recipe" may 
be applied for successful coding. First, report the 
appropriate main endograft repair code (34800, 
34802, or 34804). Secondly, report the arterial ex- 
posure code (34812 or 34820), recalling that all 
current devices approved by the Food and Drug 
Administration require surgical exposure of at 
least one artery, and frequently bilateral exposure 
is required. Third, report the introduction of cath- 
eters and guidewires, usually 36200, 36245, or 
other members of that family. Because most de- 
vices require guidewire insertion from both femo- 
ral arteries, append the modifiers -50 (bilateral 
procedure) or -59 (distinct procedural service) as 
needed to accurately describe the procedure. 
Fourth, report the supervision and interpretation 
code, usually 75952. Finally, report other ancillary 
procedures performed, such as extension cuff place- 
ment (with its separate supervision and interpre- 
tation code 75953), balloon angioplasty (only if 
performed outside of the endograft), stent place- 
ment (only if performed outside of the endograft), 
or extensive repair of the artery exposure site. 

Additionally, other modifiers may be required to 
reflect the work of the surgical team performing 


the repair. For example, modifier -62 would be 
appended for co- surgeons (two specialties), while 
modifier -80 should be used when appropriate to 
describe an assistant surgeon. The December 2000 
issue of the CPT Assistant includes more informa- 
tion on reporting endovascular repair of AAA, and 
it helps clarify the introductory comments in the 
CPT 2001 book. ' El 
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This column responds to questions from the Fellows 
and their staffs, and provides useful tips for surgical 
practices. Developed by the College staff and consult- 
ants, this information will be accessible on our Web site 
for easy retrieval and future access. If there are topics 
that you would like to see addressed in future columns, 
please contact the Chicago staff of the Health Policy 
and Advocacy Department, tel. 312/202-5150; fax 312/ 
202-5021; or e-mail HealthPolicyAdvocacy@facs.org. 
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College 

news 



April 22-25, 2001 

Toronto to host Spring Meeting 


The American College of Surgeons invites you 
to attend its 29th annual Spring Meeting, which 
will be held April 22-25, 2001, at the Westin 
Harbour Castle, Toronto, ON. 

To emphasize its strong commitment to and sup- 
port of general surgery, the American College of 
Surgeons devotes its annual Spring Meeting to the 
interests and needs of the practicing general sur- 
geon. 

The Advisory Council for General Surgery has 
planned a program for the 2001 Spring Meet- 
ing that will be of interest to all general sur- 
geons, Hands-on postgraduate courses in Image- 
Guided Breast Biopsy; Breast Ultrasound; Ster- 
eotactic Breast Biopsy; Ultrasound for Surgeons; 
Ultrasound in the Acute Setting; Abdomimal Ul- 
trasound: Transabdominal/Intraoperative/ 
Laparoscopic; Ultrasound Instructors 5 Course; and 
Surgical Education: Principles and Practice will 
provide didactic and workshop experience in these 
techniques, which have become useful and neces- 
sary tools for the modern general surgeon. 

The Assembly for General Surgeons on Sunday, 
April 22, will highlight Continued Professional 
Development: Maintenance of Certification and 


will focus on new initiatives of the certifying boards 
in the U.S, and Canada to replace recertification 
mechanisms with programs to measure and to 
maintain professional competence. This interac- 
tive general session encourages discussion by all 
in attendance, so that the views of practicing gen- 
eral surgeons on the important issue of physician 
accountability to patients, institutions, payors, and 
regulators can be shared. 

Panels on endovascular surgery, misadventures 
in laparoscopic surgery, inflammatory bowel dis- 
ease, neoadjuvant therapy for cancer, appendici- 
tis, and new directions in cancer care will be 
complemented by popular didactic courses in mini- 
mal access surgery, vascular surgery, and trauma. 
The Film Program, Highlights from the 2000 Clini- 
cal Congress, will round out an exciting spring pro- 
gram. 

To enhance the educational value of this meet- 
ing, technical exhibits will again be presented. 
More than 50 companies will present products or 
services that relate to the practice of surgery. 

Plan to attend the College’s 29th Annual Spring 
Meeting, Information about the scientific program 
follows. 
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Preliminary Program 

All general sessions take place in the Westin Harbour 
Castle. 

General Sessions 
Sunday, April 22 

1:15-1:30 pm 

Welcome and Opening Remarks 
1:30-5:00 pm 

Assembly for General Surgeons (GSO 1) 

A Town Meeting — Continued Professional 
Development: Maintenance of Certification 

moderator: Roger G. Keith, MD, FACS, Saskatoon , 
SK 

Lifelong learning is an expectation of surgical 
practice. The accountability for maintaining 
competence has been required of surgeons by 
licensing authorities, health care organizations, 
and certifying boards. Methods to validate 
accreditation for continuing professional de- 
velopment vary throughout the world. In the U.S. 
and Canada, programs may include mandatory self- 
accreditation systems and reexamination. Reporting 
may be voluntary or conditional to licensure or 
recertification. Presentations will be made by 
authorities on maintenance of competence from 
Canada and the U.S. to update current understanding 
of all aspects of the various programs. An opportunity 
will be provided for discussion with the panel of 
experts. 

Continuing Professional Development: International 
Developments and Current Programs 
John Parboosingh, MB, FRCSC, Ottawa, ON 

Maintenance of Certification: The Royal College 
Program for Canadian Specialists 
Bernard Langer, MD, FACS, Toronto, ON 

Maintenance of Competence: Measuring General 
Competencies of American Specialists 
David L. Nahrwold, MD, FACS, Chicago, IL 

Maintenance of Competence: The View at the American 
Board of Surgery 

Wallace P Ritchie, MD, FACS, Philadelphia, PA 


Monday, April 23 

8:30-10:30 am 
General Session (GS02) 

Endovascular Surgery for Abdominal Aortic 
Aneurysm 

moderator: Christopher K. Zarins, MD, FACS, Stanford , 

CA 

Overview and Introduction 

Christopher K, Zarins, MD, FACS, Stanford, CA 

Endovascular Aortic Aneurysm Repair: 
Technique, Devices, Patient Selection 

Roy K. Greenberg, MD, Cleveland, OH 

Early and Long-Term Results of Endovascular 
Aneurysm Repair — Will It Replace Open 
Surgery? 

W. Anthony Lee, MD, Gainesville, FL 


ACS Advisory Council 
for General Surgery 

interim chair: Paul Friedmann, MD, FACS, Spring - 
fi eld ; MA 

Thomas V Berne, MD, FACS, Los Angeles , CA 
John L. Cameron, MD, FACS, Baltimore, MD 
Peter John Deckers, MD, FACS, Farmington , CT 
Richard J. Finley, MD, FACS, Vancouver, BC 
Nathalie Johnson, MD, FACS, Portland, OR 
Sally M. Knox, MD, FACS, Dallas, TX 
John K. MacFarlane, MD, FACS, Vancouver, BC 
Joyce Arlene Majure, MD, FACS, Lewiston, ID 
James Patrick O’Leary, MD, FACS, New Orleans, 
LA 

J. David Richardson, MD, FACS, Louisville, KY 
Charles F. Rinker II, MD, FACS, Bozeman, MT 
A. Frederick Schild, MD, FACS, Miami, FL 
Ivan A. Shulman, MD, FACS, Los Angeles, CA 
Jon S. Thompson, MD, FACS, Omaha, NE 
Jon A. VanHeerden, MB, CHB, FACS, Rochester, 
MN 

staff: 

Karen S. Guice, MD, FACS, Chicago, IL, Director, 
ACS Fellowship Department 
Ellen MacRae Waller, Chicago, IL, Committee 
Coordinator 
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Early and Long-Term Outcome following Open 
Surgery — Is It Still the Gold Standard? 

Mark R Fillinger, MO, FACS, Lebanon, NH 

11:00 am-12:00 noon 

Excelsior Surgical Society/Edward D. Churchill Lecture 
(GS03) 

The Evolution and Current Status of Surgery 
for Hiatus Hernia and Gastroesophageal Reflux 

introducer: Paul Friedmann, MD, FACS, Springfield, 
MA 

lecturer: F Griffith Pearson, MD, FACS, Mansfield, ON 

This lecture is named for the Excelsior Surgical 
Society, a group of 80 medical officers who met for the 
first time in 1945 at the Excelsior Hotel, Rome, Italy 
This lecture also honors Colonel Edward D. Churchill, 
a famous surgeon and consultant to the U.S. Army in 
the World War II Italian Theater, who presented the 
first keynote address at this meeting. 

1:30^5:00 pm, General Session (GSQ4) 

Misadventures in Advanced Laparoscopic 
Surgery 

moderator: Matthew V. Westmoreland, MD, FACS, 
Dallas, TX 

Laparoscopic Nissen Fundoplication 
J. Barry McKernan, MD, FACS, Marietta, GA 

Laparoscopic Colon Resection 
Morris E. Franklin, Jr., MD, FACS, San Antonio, 
TX 

Laparoscopic Adrenalectomy 
Lee L. Swanstrom, MD, FACS, Portland, OR 

Laparoscopic Splenectomy 
Ronald J. Aronoff, MD, FACS, Dallas, TX 

Laparoscopic Gastric Bypass 
Alan C. Wittgrove, MD, FACS, San Diego, CA 

Laparoscopic Heller Myotomy 
Matthew V Westmoreland, MD, FACS, Dallas, TX 

7:00-9:30 pm, Film Program (GS05) 

Highlights of the 2000 Clinical Congress 

introducer: Zane Cohen, MD, FACS, Toronto, ON 


Tuesday, April 24 

8:30-10:30 am, General Session (GS06) 
Inflammatory Bowel Disease 


moderator: Zane Cohen, MD, FACS, Toronto, ON 

Dysplasia Cancer and IBD: Incidence and Surveillance 
Strategies 

Robert Riddell, MD, Hamilton, ON 

Role of Laparoscopic Surgery in IBD 
Jeffrey W. Mi Isom, MD, FACS, New York, NY 

Management of Perianal Crohn’s Disease 
Ian C Lavery MD, FACS, Cleveland, OH 

Quality of Life following Surgery for Ulcerative 
Colitis 

John H. Pemberton, MD, FACS, Rochester, MN 

1:30-5:00 pm, General Session (GS07) 

Neo adjuvant Therapy for Cancer 

moderator: Edward M. Copeland III, MD, FACS, 

Gainesville, FL 

Neoadjuvant Therapy for Stage III Breast Cancer 
V Suzanne Klimberg, MD, FACS, Little Rock, AR 

Neoadjuvant Therapy for Rectal Cancer 
Scott R. Schell, MD, Gainesville, FL 

Neoadjuvant Therapy for Soft Tissue Sarcomas 
Raphael E. Pollock, MD, FACS, Houston, TX 

Neoadjuvant Therapy for Upper Aerodigestive 
Malignancies 

Bruce Minsky, MD, New York, NY 


Wednesday, April 25 

9:00 am- 12:00 noon, General Session (GS08) 
Appendicitis: A New Look at an Old Disease 
moderator: J. David Richardson, MD, FACS, Louisville, 
KY 

Introduction to Epidemiology of Appendicitis 
J. David Richardson, MD, FACS, Louisville, KY 

Aids to Diagnosis of Appendicitis: When, What, and How 
Much? 

Wayne H. Schwesinger, MD, FACS, San Antonio, TX 
Appendicitis in Children 

Mary Elizabeth Fallat, MD, FACS, Louisville, KY 

Treatment of Appendicitis: Laparoscopic vs. Open 
Operation 

Carol Scott-Conner, MD, FACS, Iowa City, IA 
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Strategies for Treatment of Appendicitis: Nonoperative 
Treatment, Interval Appendectomy, or Standard 
Operation 

Jonathan L. Meakins. MD, FACS, Montreal , PQ 

Negative Appendectomy Rate vs. High Perforation Rate: 
What Is the Proper Balance? 

Ronald M. Stewart, MD, FACS, San Antonio , TX 

1:30-4:30 pm, General Session (GS09) 

Current Cancer Care in the Year 2001: Case 
Management Symposium 

moderator: Cornelius 0. Granai, MD, FACS, Providence, 

RI 

Case 1 — Work-Up and Management of Suspicious Mass 
in the Neck 

Helmuth Goepfert, MD, FACS, Houston , TX 

Case 2 — Diagnostic Work-Up and Management of Coin 
Lesion in the Lung 

William H. Warren, MD, FACS, Chicago , IL 

Case 3 — Management of High-Risk Breast Cancer 
Patient 

William C. Wood, MD, FACS, Atlanta, GA 

Case 4 — Management of Rectal Cancer 
David J. Schoetz, Jr. , MD, FACS, Burlington, MA 

Case 5 — Prostate Cancer: Radiation Therapy vs. Radical 
Surgery 

Adam S. Kibel, MD, St. Louis, MO 

Case 6 — Management of Pelvic Mass (Gynecologic) 
James W Orr, Jr., MD, FACS, Ft. Meyers, FL 

Postgraduate Courses 

Ail postgraduate courses take place in the Wes tin 
Harbour Castle. 

Postgraduate Course I — Image-Guided Breast 
Biopsy (Core Lectures) 

Sunday, April 22, 7:30 am- 12:00 noon 
4 hours; fee: $250 

chair: Philip Z. Israel, MD, FACS, Marietta, GA 

The objective of this course is to teach surgeons how 
to identify mammographic abnormalities and recognize 
when to order additional image studies. Surgeons will 
learn how to differentiate between benign and 


malignant lesions and when to recommend close follow- 
up as opposed to operation. Surgeons will learn how to 
correlate the mammographic image with the pathologic 
finding and to implement appropriate clinical pathways. 
The technique for the performance of stereotactic biopsy 
and ultrasound guided biopsy will be reviewed. 

Postgraduate Course 2 — Surgical 
Education: Principles and Practice 

Sunday, April 22, 8:30 am- 12: 30 pm and 2:00-5:00 pm 

6 hours (2 sessions); fee: $350 

co-chairs: Col. Mary E. Maniscalco-Theberge, MD, FACS, 
Reston, VA 

Michael R. Marohn, DO, FACS, Alexandria, VA 

The objective of this course is to enhance the 
teaching skills of surgeons active in student and/or 
resident teaching. The principles of adult learning, 
needs assessment, questioning and feedback skills, 
and performance evaluation will be reviewed. In 
addition, the participants will develop a thorough 
understanding of the practical applications of these 
principles, both in and out of the operating room. 

Postgraduate Course 3 — Ultrasound for 
Surgeons 

Sunday, April 22, 1 : 00-5: 30 pm 
4 hours; fee: $500 

chair: R. Stephen Smith, MD, FACS, Wichita, KS 

The objective of this course is to provide the 
practicing surgeon and surgical resident with a basic 
core of education and training in ultrasound imaging 
as a foundation for specific clinical applications. The 
basic core module or its equivalent is a prerequisite 
for education in advanced training modules in the 
management of specific clinical problems. 

The basic course is an introduction to ultrasound 
and does not qualify the surgeon to apply the 
technique independently. Successful completion of a 
focused module (s) will make the participant eligible 
for verification by the College, implying that the 
surgeon is “proctor-ready.” (Limited seating .} 

Postgraduate Course 4 — Breast Ultrasound 

Monday, April 23, 8:30 am-12:00 noon and 1:00-5:00 pm 

7 hours (2 sessions); fee: $500 
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chair: Edgar D. Staren, MD, PhD, FACS, Toledo, OH 

The objective of this course is to introduce the 
practicing general surgeon to a focused module in 
diagnostic and interventional breast ultrasound. The 
program will consist of lectures and hands-on skill 
stations using a variety of ultrasound equipment. Live 
model and phantom breast mo ul ages will be used to 
develop skills in breast ultrasound imaging and 
ultrasound-guided breast biopsy 

Prerequisite: Ultrasound for Surgeons (PG 3) . If you 
have not taken the ACS -sponsored prerequisites but 
have taken a comparable course elsewhere, please 
provide the following along with your registration form: 
CME certificate, certificate of completion, registration 
confirmation/verification. If you do not have one of 
these documents, please contact the organization that 
sponsored the course to obtain it. Your registration will 
not be processed until your accompanying docu- 
mentation has been approved by the National 
Ultrasound Faculty (Limited seating.) 

Postgraduate Course 5 — 

Minimal Access Surgery 

Monday April 23, 8:30 am- 12:00 noon and 1:30-5:00 
pm 

6 hours {2 sessions); fee: $400 

chair: Myriam J. Curet, MD, FACS, Stanford r CA 

The objective of this course is to provide the 
general surgeon with an overview of established and 
emerging minimal access surgery techniques. Topics 
include well-known procedures such as hernia repair, 
fundoplication, and appendectomy. Procedures that 
are currently becoming mainstream, such as 
laparoscopic ventral hernia repairs and laparoscopic 
treatment of morbid obesity, will be discussed. Less 
common applications will also be covered, including 
enteral access, reoperative laparoscopic surgery and 
esophagectomy. Finally, newer applications in 
pediatric surgery, thoracic surgery, minimal access 
breast surgery and robotics will be addressed. 

Postgraduate Course 6 — 

Ultrasound Instructors’ Course 

Monday April 23, 7:30 am- 12:00 noon 
4 hours; fee to be announced 

chair: M. Margaret Knudson, MD, FACS, San Francisco , 
CA 



The Ultrasound Instructor Course is designed to 
provide the experienced surgeon sonographer with the 
skills necessary to teach ultrasound to surgical residents 
at the local level and to practicing surgeons at the 
national level. 

Prerequisite: Approval by National Ultrasound 
Faculty Vice-Chair for Education. Contact Phaedra 
White at pwhite@facs.org for additional information. 

Postgraduate Course 7 — 

Ultrasound in the Acute Setting 

Monday April 23, 12:30-6:30 pm 
6 hours (2 sessions); fee: $750 

chair: Heidi L. Frankel, MD, FACS, Milford CT 

The objective is to familiarize the participant with 
areas of ultrasound frequently used by general surgeons 
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to evaluate patients with acute surgical problems. The 
participant will learn focused ultrasound examinations 
through individual hands-on experience and will acquire 
an understanding of the essentials of ultrasound 
technology and physics. 

Prerequisite: Ultrasound for Surgeons (PG 3) . If you 
have not taken the ACS -sponsored prerequisites but 
have taken a comparable course elsewhere, please 
provide the following along with your registration form: 
CME certificate, certificate of completion, registration 
confirmation/verification. If you do not have one of these 
documents, please contact the organization that 
sponsored the course to obtain it. Your registration will 
not be processed until your accompanying docu- 
mentation has been approved by the National 
Ultrasound Faculty. (Limited seating .) 

Postgraduate Course 8 — 

Abdominal Ultrasound: Trans abdominal/ 
Intr ao per at ive/Laparos cop i c 

Tuesday, April 24, 7:30 am-1 2:00 noon and 1:00-5:00 
pm; Wednesday, April 25, 7:30 am- 12: 00 noon 
12 hours (3 sessions); fee: $1,000 

chair: Junji Machi, MD, PhD, FACS, Honolulu , HI 

The objective of this course is to provide the practicing 
surgeon and surgical resident with advanced education 
and training in abdominal ultrasound, including 
transabdominal, intraoperative, and laparoscopic 
ultrasound as it is used in the diagnosis and treatment 
of abdominal diseases. This one-and-a-half-day course 
will consist of lectures and individual hands-on sessions. 
Human model, live animal, excised liver, and phantom 
will be used to develop skills in abdominal ultrasound 
imaging and ultrasound-guided procedure. 

Prerequisite: Ultrasound for Surgeons (PC 3) . If you 
have not taken the ACS -sponsored prerequisite but 
have taken a comparable course elsewhere, please 
provide the following along with your registration form: 
CME certificate, certificate of completion, registration 
confirmation/verification. If you do not have one of these 
documents, please contact the organization that 
sponsored the course to obtain it. Your registration will 
not be processed until your accompanying docu- 
mentation has been approved by the National 
Ultrasound Faculty. (Limited seating.) 

Postgraduate Course 9 — 

Vascular Surgery 2001 

Tuesday, April 24, 8:30 am- 12:00 noon and 1:30-5:00 pm 
6 hours {2 sessions); fee: $300 


chair: Douglas L. Wooster, MD, FACS, Toronto, ON 

The objective of this course is to provide an update 
on challenging and controversial issues in vascular 
management. The participants will be provided with 
evidence-based approaches using recent study and 
practice guideline data wherever possible. 

Postgraduate Course 10 — 

Stereotactic Breast Biopsy 

Wednesday, April 25, 7:30 am- 12: 00 noon and 1:00-5:30 
pm 

8 hours (2 sessions); fee: $450 

chair: Darius Francescatti, MD, FACS, Chicago , IL 

The objective of this course is to introduce the surgeon 
to the principles and practice of stereotactic biopsy as a 
minimal access means of obtaining tissue samples for 
diagnosing indeterminate suspicious mammographic 
lesions. An overview of radiation safety issues as related 
to stereotaxis, as well as the technical efficacy and cost 
analysis of stereotactic versus other alternatives, will 
be presented. 

Prerequisite: Image-Guided Breast Biopsy (PG 1). If 
you have not taken the ACS -sponsored prerequisite but 
have taken a comparable course elsewhere, please 
provide the following along with your registration form: 
CME certificate, certificate of completion, registration 
confirmation/verification. If you do not have one of these 
documents, please contact the organization that 
sponsored the course to obtain it. Your registration will 
not be processed until your accompanying docu- 
mentation has been approved by the National 
Ultrasound Faculty. (Limited seating.) 

Postgraduate Course 1 1 — Early Diagnostic 
Dilemmas in the Trauma Patient 

Program unavailable at press time. Please consult the 
ACS Web site for more detailed information. 


The Spring Meeting will conclude at 5:30 pm 
on Wednesday April 25, 2001. 

The American College of Surgeons sponsors this 
conference to promote advances in surgery and other 
areas of science. The information presented through the 
programs and exhibits is not verified or endorsed by 
the American College of Surgeons. Presenters and 
exhibitors are solely responsible for content. 
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Registration procedure 


Note: The official registration form for the Spring 
Meeting may be found online, dupli ca te dffi lied out , and 
submitted: 

Online — Internet access www.facs.org. Visa, 
MasterCard, or American Express payment of 
registration and postgraduate course fees must be 
included on your registration form. 

By fax — When you pay by credit card, you may 
complete the registration form and fax to 800/682-0252. 
Visa, MasterCard, or American Express payment of 
registration and postgraduate course fees must be 
included on your registration form. 

By mail — Complete and mail the registration form 
to: American College of Surgeons, Ed Box 92340, 
Chicago, IL 60675-2340. Payment of registration and 
postgraduate course fees must accompany your 
registration form. Visa, MasterCard, or American 
Express payment will be accepted. 

Prior to the meeting, each advance registrant will 
receive a name badge, attendance verification card, 
postgraduate course ticket (s), and syllabus(i), if 
applicable. Therefore, you will have an opportunity to 
review the postgraduate syllabus before the Spring 
Meeting. Free replacement syllabi will not be issued. 

International and Canadian registrants will not 
receive postgraduate course syllabus (i) in advance, 
but can obtain a syllabus by presenting the course 
ticket at the registration area in the Westin Harbour 
Castle. 

If you are unable to register in advance, bring the 
completed registration form with the proper credentials 
and payment to the on-site registration desk in the 
Westin Harbour Castle. 


On-site registration hours 

Sunday, April 22 7:00 am-5:30 pm 

Monday, April 23..... 7:00 am-7:00 pm 

Tuesday, April 24 7:00 am-5:0Q pm 

Wednesday, April 25 7:00 am- 12:00 noon 

Registra tion feesfcreden tia Is 
Please note the various registration fees and 
credentials required for processing your registration. 


After March 12: 

Fellow 

Current white ID card No fee 

Associate Fellow 

Current yellow ID card No fee 

Candidate Group participant 

Blue endorsement card No fee 

Guest Physician 

Med ical ident if icat ion $ 4 2 5 

Resident in surgery 

Letter signed by chief of surgery 

(preferred) or hospital administrator $125 

Medical student 

Letter signed by appropriate medical 

director .....No fee 

PhD 

Business card $425 

Allied health professional 

Med ical ident if icat ion ..$200 

Commercial press 

Business card $175 

Commercial representative 

Business card $425 
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Pos tgra dua te courses/ fees 

Course tickets may only be purchased by registered 
meeting attendees. Each course requires a ticket for 
admission. Tickets may only be exchanged before the 
beginning of a course. Please note that for Postgraduate 
Courses 4, 6, 7, 8, and 10, a prerequisite is required. 

Technical exhibits 

To enhance the educational value of the meeting, 
more than 50 companies will display products or services 
that relate to the practice of surgery. Registration 
includes a reception on Monday, April 23, 5:00 to 7:00 
pm, in the exhibit area. Technical exhibits will be open 
on Monday, from 12:00 noon to 3:30 pm and from 5:00 
to 7:00 pm; and on Tuesday, from 10:00 am to 3:30 pm. 

Accredita tion 

The American College of Surgeons is accredited by 
the Accreditation Council for Continuing Medical 
Education (ACCME) to sponsor continuing medical 
education for physicians. 

CME credit 

The American College of Surgeons designates this 
educational activity for a maximum of 38 hours in 
Category 1 credit towards the AMA Physician's 
Recognition Award. Each physician should claim only 
those hours of credit that he/she actually spent in the 
educational activity. 

Hotel reservations 

A block of rooms has been reserved at the Westin 
Harbour Castle for ACS Spring Meeting participants. 
To make your reservation, call the hotel directly and 
identify yourself as an ACS meeting participant. 

Westin Harbour Castle 
1 Harbour Square 
Toronto, ON, M5J 1A6 
416/869-1600 
1 /800-WESTI N - 1 

(Central reservations, Canada and U.S.) 

Fax: 416/361-7448; www.westin.com 

Single: $161.00 (Canadian) 

Double: $161.00 (Canadian) 

The deadline for hotel reservations is Monday, March 
19, 2001. After that date, the ACS convention rate will 
no longer be in effect, and the hotel may charge its 
regular rates, subject to availability. 


United Airlines 

1-800/521-4041 

7:00 am-12:00 midnight (ET) 

ACS File 597YR 

Delta Air Lines 

1-800/241-6760 

8:30 am-ll:00 pm (ET) 

ACS File 17 048 4 A 

Air Canada 

1-800/361-7585 
8:00 am-8:00 pm (ET) 

ACS File CV577870 

International Travel Service (ITS) 

1-800/621-1083 or 847/940-1176 
8:00 am- 5: 00 pm (CT) 

In terna tiona 1 a tten dees 
E.S.A. Voyages has been appointed as the "Official 
International Travel Agency” for the 2001 Spring 
Meeting. E.S.A. offers international visitors reasonably 
priced hotel and travel packages, including air travel, 
hotel accommodations, ground transfers, daily 
American breakfasts, all local taxes, and travel 
assistance during your stay in Toronto, ON. For details 
contact: 

ESA Voyages 
32, rue La Boetie 
F-75008 Paris, FRANCE 
Tel: +33 1 53 53 01 30 
Fax: +33 1 53 53 01 45 
e-mail: grand@worldnet.fr 
Web site: www.esavoyages.fr 
License: Lie 094 95 0044 

For travel initiating in Central or South America or Asia, 
contact: 

E.S.A. North America 
27 East Monroe St., Suite 900 
Chicago, IL 60603 
Tel: 312/917-4947 
Fax: 312/917-4946 

e-mai 1 : moco nnell @ esanort hame rica . com 


Transporta tion 

As an ACS meeting participant, you can save on 
round-trip fare by flying United, Delta, or Air Canada: 
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Research scholarships 
and award for 2001 granted 


Six American College of 
Surgeons Resident Research 
Scholarships for 2001 were 
awarded by the Board of Re- 
gents In October 2000. The 
scholarships are offered to en- 
courage residents to pursue 
careers in academic surgery 
and carry awards of $30,000 
for each of two years, begin- 
ning July l t 2001. The recipi- 
ents are: 

Gorav Ailawadi, MD, resi- 
dent in surgery University of 
Michigan, Ann Arbor. Re- 
search project: The effect of ni- 
tric oxide on matrix metallo- 
proteinase production in aneu- 
rysm formation. Dr. AilawadTs 
research will be conducted at 
the University of Michigan 
Medical Center, Ann Arbor. 
The scholarship is sponsored 
by the Scholarship Endow- 
ment Fund of the College. 

Kelli R. Brooks, MD, resi- 
dent in surgery, Duke Univer- 
sity, Durham, NC. Research 
project: Prevalence and prog- 
nostic relevance of aberrant 
promoter hypermethylation of 
the adenomatous polyposis coli 
gene in non-small cell lung car- 
cinoma . Dr. Brooks’ research 
will be conducted at Duke Uni- 
versity Medical Center, Durham, 
NC. The scholarship is funded 
by the Scholarship Endow- 
ment Fund of the College. 

John V Flannery, Jr., MD, 
resident in surgery, University 
of North Carolina, Chapel Hill. 
Research project: Inhibition of 
the transcription factor NF- 




Dr. Ailawadi 


Dr. Brooks 





Dr. Johnston 


Kappa B to promote sensitiv- 
ity of pancreatic cancer to 
gemcitabine. Dr. Flannery’s re- 
search will be conducted at 
Massachusetts General Hospi- 


tal, Boston, MA. The scholarship 
is sponsored by the Scholarship 
Endowment Fund of the College. 

Douglas R. Johnston, MD, 
resident in surgery, Harvard 
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Dr. Si 


University (Massachusetts 
General Hospital), Boston, 
MA. Research project: The 
roles of costimulatory mol- 
ecules in the pathogenesis and 


treatment of chronic lung al- 
lograft rejection In MHC inbred 
miniature swine. Dr. Johnston's 
research will be conducted at 
Massachusetts General Hospi- 
tal, Boston, MA. The scholar- 
ship is sponsored by the Schol- 
arship Endowment Fund of the 
College. 

Otway Louie, MD, resident 
in surgery, Cornell University- 
New York Presbyterian Hospi- 
tal, New York, NY. Research 
project: Inhibition of intimal 
hyperplasia by denoviral-medi- 
ated overexpression of SMAD7. 
Dr. Louie’s research will be 
conducted at New York Presby- 
terian Hospital, New York, NY. 
The scholarship is sponsored 
by the Scholarship Endow- 
ment Fund of the College. 

Ming-Sing Si, MD, resident 
in surgery, University of Califor- 
nia, Irvine. Research project: 
Disrupting the immunological 
synapse for therapeutic im- 
munomodulation and im- 
munotolerance in organ trans- 
plantation. Dr. Si’s research 
will be conducted at Stanford 
University, Stanford, CA. The 
scholarship is sponsored by 
Ethicon, Inc. 

The George H.A. Clowes, Jr., 
MD, FACS, Memorial Research 
Career Development Award for 
2001 was granted to Matthias 
G. Stelzner, MD, FACS, as- 
sistant professor of surgery. 
University of Washington, Se- 
attle, for his research project 
on ileal stem cell transplanta- 
tion in dogs. The purpose of the 



Dr. Stelzner 


award is to provide five years of 
support for promising young 
surgical investigators. The 
scholarship is sponsored by The 
Clowes Fund, Inc., of Indianapo- 
lis, IN, in the amount of $40,000 
each of the five years, beginning 
July 1,2001. 

Further information regard- 
ing the scholarships, fellow- 
ships, and awards offered by 
the College for 2002 was pub- 
lished in the January Bulletin 
and appears on the College’s 
Web site, www.facs.org. 
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The ACS coding hotline has answered 
more than 100,000 coding questions. 


Have you taken advantage of this membership service? 


The College’s coding hotline— 800/ACS-7911 (800/227-7911) -was established over five years ago to 
provide Fellows with immediate access to coding specialists specifically trained in procedural coding 
for your specialty. These specialists have direct access to a dynamic database organized by procedural 
code, payor, and state. The database is updated on a regular basis. 


Since the hotline’s inception, calls have increased from 15 per day to more than 50 per day. Because of this growth 
and in order to continue the quality of service you have received in the past, it has become necessary to adopt stricter 
guidelines for hotline usage as follows: 


■ Confirmation of ACS Fellowship 
is required to obtain Hotline assistance. 
The Hotline staff will ask that Fellows 
give their Fellowship identification 
number when calling the Hotline. 
Hotline services are provided and mea- 
sured in Consultation Units (CUs.) One 
CU is a period of up to 10 minutes with 
additional 10-minute increments or 
portions thereof charged at one CU per 
10-minute increment. Hotline services 
are limited to two CUs for each tele- 


phone call. Calls over 20 minutes may 
require private consultation. Each 
caller will be advised of appropriate 
consultation fees to conduct said review 
(i.e., reviewing operative notes, etc.) . 

■ ACS Fellows are given 10 con- 
sultation units (CUs) in one 12-month 
period. Unused consultations will not 
roll over into the next 12-month pe- 
riod. Additional CUs are available for 
purchase by Fellows at the prevailing 


Physician Reimbursement Systems 
(PRS) retail price ($230 per 10 addi- 
tional units through June 31 , 2001 ). 
Operative notes are not eligible for ACS 
Hotline services. Coded operative notes 
will only be reviewed using individu- 
ally purchased CUs at the prevailing 
PRS retail price. 

■ The hours of operation are from 
7:00 am to 4:00 pm (MT), Monday 
through Friday, holidays excluded. 




2001 International Guest Scholars selected 


During the 2000 Clinical Con- 
gress in Chicago, IL, the ACS 
International Relations Com- 
mittee selected eight young 
scholars as the 2001 Interna- 
tional Guest Scholarship 
awardees. 

The scholars are: Farhat 
Abbas, MD, Karachi, Pakistan; 
Noel Ernesto Corrales V*, 
MD, Guatemala, Guatemala; 
Alun Huw Davies, BCh, DM, 


FRCS(Eng), London, England 
(Abdol Island Scholar); Eman- 
uel R, Ezeome, MD, Enugu, 
Nigeria; Mehrnet Ayhan 
Kuzu, MD, Ankhara, Turkey; 
Juan Carlos Meneu-Diaz, 
MD, Madrid, Spain; Maria Vir- 
ginia Rodriguez Funes, MD, 
San Salvador, El Salvador; and 
Diego Luis Sinagra, MD, 
Buenos Aires, Argentina, 

The College offers Interna- 


tional Guest Scholarships each 
year to competent young sur- 
geons who have demonstrated 
strong interests in teaching and 
research. The scholarships in the 
amount of $10,000 each, offer 
the opportunity for individuals 
to visit clinical, teaching, and re- 
search activities in North 
America and to attend the ACS 
Clinical Congress in October. 


AWS Foundation announces 
Visiting Professor Program 


The Association of Women 
Surgeons (AWS) Foundation has 
issued a call for applications for 
its Visiting Professor Program, 
a new initiative being launched 
by the foundation. Applications 
are being sought for both visit- 
ing professors and host sites. 
The visiting professor will par- 
ticipate in a two-day program 


that may involve lectures, dis- 
cussion groups, patient evalua- 
tion, patient rounds, and opera- 
tive procedures and will afford 
the professor the opportunity to 
interact with local women sur- 
gical faculty, residents, and 
medical students. The host site 
will ensure that the department 
of surgery at the institution will 


sponsor the program and ar- 
range all details associated with 
the visit. 

For further information on 
this program and for application 
forms, contact the AWS at 414 
Plaza Dr,, Ste, 209, Westmont, IL 
60559; tel. 630/655-0392, or visit 
http://womensurgeons.org/ 
visprofpgrm.htm. 


ORTHOPAEDIC SURGERY, from page 37 

The only subspecialty examination is the cer- 
tificate of added qualifications (CAQ) in hand 
surgery administered through the joint commit- 
tee for surgery of the hand and done in conjunc- 
tion with the American Board of Surgery and 
the American Board of Plastic Surgery, 

In spite of using criterion standards for suc- 
cess on the examinations, the passing rates have 
remained fairly constant over time. In 1999, 80 
percent of the total examinees passed the part I 
examination, with 90 percent of U,S, and Cana- 
dian first-time examinees passing. In 1999, 90 


percent of the passing examinees had previously 
passed both parts of the certifying examination. 
Of those taking additional fellowship training in 
surgery of the hand, 100 percent taking the CAQ 
examination passed. Of those being examined for 
recertification, 98 percent passed when all path- 
ways were considered. Six of the pathways had 
similar passing rates with the oral recertification 
mechanism having a somewhat lower passing rate. 
In 1999, 623 individuals became certified by the 
ABOS, with this number remaining relatively 
stable over the last five years, El 
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CAREER OPPORTUNITIES POSITION 
AND RESUME DATA BANK 
NOW ONLINE 

A Career Opportunities Position and Resume Data Bank is 
nowonlineon the American College of Surgeons' Web site at 
http://web.facs.org/jobs/toc.htm.Thedatabankisavailableto 
Fellowsandresidentandyoungsurgeon members ofthe Candi- 
date a nd Associ ate Society (CAS- ACS) and is being provi ded at no 
cost. It provides Fellows with a location for listing employment and 
fellowship openings, and with the ability to search a list of sur- 
geons seeking employment or practice opportunities. CAS -ACS 
members seeking employment or fellowships can post their 
resumes and interests at no costand can access the employ- 
ment opportunity listings. All thatis needed to use thedata bank 
is an ACS membership identification number. For more informa- 
tion aboutthis service or the CAS-ACS, contact Susan Grunwald 
attheACSvia e-mail atsgrunwald@facs.orgortel. 31 2/202-5231 . 




College adds legislative action center to Web site 


Fellows now have a new tool for 
contacting members of Congress 
on issues of concern to them. The 
ACS Health Policy and Advocacy 
Departments “Legislative Action 
Center” can now be accessed 
online at http://congress.nw.dc. 


us/facsZ. This service allows Fel- 
lows to find information about 
members of their state's congres- 
sional delegation and other legis- 
lators on Capitol Hill, key issues 
that the College is tracking in 
Congress, and the College's latest 


Update your information online 


The College has developed a 
program through which Fellows 
can update and edit their indi- 
vidual listings (including ad- 
dresses, telephone and fax num- 
bers, and e-mail addresses). 


Please visit the College's Web 
site at http://www.facs.org and 
click “Submit Revisions to Da- 
tabase Listing." Fellows will 
need their eight -digit identifica- 
tion number to input the infor- 


NIH course on human research 
protections goes online 


A new continuing education 
program entitled “Human Par- 
ticipant Protections Education 
for Research Teams” is now 
available online at http:// 
cme.nci.nih.gov. Developed by 
the National Cancer Institute 
for the National Institutes of 
Health (NIH), the Web-based 
course offers continuing medical 
education credit for physicians 
and contact hours for nurses and 
other members of research 
teams. The program responds to 
the mandate requiring educa- 
tion on human subjects protec- 
tion for all investigators who 
apply for or receive NIH funds 
for research involving people. 

The course incorporates inter- 
active modules, case studies, and 


exercises, and covers, among 
other topics: roles and respon- 
sibilities of researchers and 
their key personnel; guiding 
ethical principles for research; 
federal regulations; informed 
consent; data and safety moni- 
toring; reporting of adverse 
events; and privacy and confi- 
dentiality. The program offers 
up to two hours of category 1 
credit of the Physicians Recog- 
nition Award of the American 
Medical Association. Cine-Med, 
a continuing medical education 
provider, is accredited by the 
Accreditation Council for Con- 
tinuing Medical Education 
(ACCME) to sponsor the cred- 
its. Application for nursing con- 
tact hours is in progress. 


legislative alerts. This initiative 
is part of an ongoing effort to 
increase grassroots advocacy 
among the Fellowship. For more 
information, contact Christo- 
pher Gallagher via e-mail at 
c gall aghe r @ f acs . o r g . 


mation. Once you have entered 
the information, your Fellow- 
ship record in the College mem- 
bership database will automati- 
cally be updated. There is no 
need to notify the College offices. 


Correction 

There was a typographical 
error in the article, "CPT 
changes in 2001,” that ap- 
peared in the January 2001 
issue of the Bulletin (p. 15). 
The code number for the im- 
age-guided placement of a 
metallic localization clip 
should be 19295. The code 
number that appeared — 
19125 — is for the subsequent 
excision of single breast lesion 
identified by a previously 
placed radiologic marker, and 
code number 19126 is for the 
excision of each additional le- 
sion. The editors regret any 
confusion the error may have 
caused. 
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GUIDELINE!; 


AMBULATORY SURGERY GUIDELINES UPDATED... 

Guidelines for 

Optimal Ambulatory Surgical Care 
and Office-based Surgery 

Third edition 


Developed by the American College of Surgeons' Board of Governors' 
Committee on Ambulatory Surgical Care, the guidelines are intended to 
help surgeons who perform surgical procedures in their offices ensure that 
they provide those services in an appropriate manner and safe environ- 
ment* 

Available from: Publications Fulfillment, ACS, 633 N* Saint Clair St, Chicago, 
IL 60611* Single copies: free, two or more copies: $5*00 each; 10 or more 
copies: $4*50 each. 


1*4 Eu_ 
On nd 


© 


$2 million grant awarded 

for technology education program 


The Philadelphia Health 
Care Trust recently awarded a 
$2 million grant to the Foun- 
dation for Advanced Medical 
Education (FAME), which, 
with the help of the American 
College of Surgeons, is devel- 
oping a model program to 
teach physicians about the safe 
and effective use of new tech- 
nology and procedures. Based 
in Philadelphia, PA, FAME is 
a division of the American 


Medical Foundation for Peer 
Review and Education. Several 
specialty societies also are col- 
laborating on the program's 
development, including the 
American Association of Tho- 
racic Surgeons/Society of Tho- 
racic Surgeons, the Society for 
Vascular Surgery, the Ameri- 
can Association for Vascular 
Surgery and the American 
College of Cardiology The pro- 
gram will be aimed at improv- 


ing quality of care and reduc- 
ing medical error during the 
introduction of new proce- 
dures into practice and will 
respond to public and medical 
community concerns about 
whether practicing surgeons 
receive appropriate training to 
perform complex new proce- 
dures following their formal 
residencies. For more informa- 
tion, visit http://www.amf- 
fame . org/n e ws. h tml. 
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The American College of Surgcons-Sponsored 
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offering great rates 
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and money market accounts. 

This k the perfect time to place your having in 

ACS-fipon8aml deposit aceoiuite-tk higher- 
yielding Gold Certificates CD and GoHSa^rs' 
Money Market -Accounts offered fry MBNA 
America* Bank- Whether ywif strategy calls 
for ready-cash or fixed-term, fixed-rate wings* 
MBNA' ha* an ACS-spotwored deposit aceonnt 

to suit yonr needs. 

ACS-sponsortd Mhhipv ^Ui'kei Account* 
and CDs hai^e consistently paid higher-than- 
aveiage Inienesi rate? i and are often listed as 
harinjj; one of ik top yields in the nation* 
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AWS issues call for grant applications 


The Association of Women 
Surgeons (AWS) Foundation 
and Ethic on Endo- Surgery are 
accepting applications for a 
$25,000 research grant for the 
year 2002. 

Preference will be given to re- 
search topics in the following 


two areas: minimal access ap- 
proaches to treatment and/or 
diagnosis of cancer, bariatrics, 
and breast disease, as well as 
wound healing. Studies may be 
either clinical (human) or pre- 
c linical (a ni mal/b e n c h ) . 

The grant will be awarded in 


July 2001 for research to be con- 
ducted during the following 12 
months. 

The deadline for submission of 
grant applications is March 30, 
200 i . For more information and 
an application form, visit http:// 
www. wo men surgeons, org. 


Surgical Research Clearinghouse available online 


The Surgical Research Clear- 
inghouse continues to be avail- 
able online through the Colleges 
Web site ( www.facs.org ). The 
clearinghouse is a listing of re- 
search scholarships, fellowships, 
and awards that are available 


from various surgical specialty 
societies. The names of current 
recipients of some of the awards 
are included. The clearinghouse 
link is located near the bottom 
of the ACS home page. 

Societies seeking to publicize 


their scholarships may contact 
Jan Fair, Surgical Education and 
Research Dept., American Col- 
lege of Surgeons, 633 N. Saint 
Clair St., Chicago, IL 60611- 
3211; tel. 312/202-5354, e-mail 
jfair@facs.org. 


CYBERSURGEON, from page 43 

dieted. While virtual reality will not replace cur- 
rent hands-on teaching about new surgical proce- 
dures, it will give surgeons a chance to learn com- 
plex anatomy inside-out and gain extra practice 
before their first patient is scheduled. "It will give 
them the time to do an advanced procedure in a 
completely free environment /’ Dr. Silverstein says. 

The technology also will test surgical skills. The 
UIC virtual surgery laboratory is exploring the 
possibility of developing reliable simulation mod- 
els for evaluating whether surgeons perform the 
steps of a procedure in the right order and in an 
appropriate length of time. Models one day may 
include challenging clinical scenarios that test 
whether surgeons choose the right surgical ap- 
proach to a problem or adapt to changing patient 
dynamics. 

Pretreatment planning will take virtual reality 


simulations to a different plane. Tt will allow us 
to create a distributed, collaborative environment 
to look at and manipulate radiologic data. It will 
simulate standing at this spot, looking at this pa- 
tient, right under these vessels and seeing what 
the anatomy looks like around there,” Dr. 
Silverstein explains. 

Virtual reality in the operating room will aug- 
ment the limited visualization surgeons have with 
minimally invasive techniques by providing pa- 
tient-derived data to surgeons by means of a pair 
of glasses that project anatomical images to a tiny 
triangular space in each lens. “This will have tre- 
mendous impact on the crowded operating room 
by bringing all those monitors and screens down 
to where they belong — in front of the surgeons 5 
eyes — without blocking the rest of their view,” Dr. 
Silverstein says. IS1 
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The Journal page 


Message from the Editor 

by Seymour L Schwartz, MD, FACS , Rochester, NY 


One of the rarest and most satisfying privileges 
an individual can experience is a long-term rela- 
tionship with an icon. A personal association with 
Thomas Starzl, MD, FACS, extending over four 
decades, has enriched my life enormously. His ar- 
ticle on “The Birth of Clinical Organ Transplan- 
tation," which will appear in the April issue of 
the Journal of the American College of Surgeons, 
is, in essence and appropriately, a personal nar- 
rative. 

Before I met Dr. Starzl, I had been informed of 
his seminal contribution to the field of neu- 
ro ana to my Shortly thereafter, I became aware of 
his unparalleled success in the field of renal trans- 
plantation. For those of us interested in hepatic 
resection, his championing of the significance of 
hepatotrophic factors was an important adden- 
dum. Obviously, he is best recognized for his un- 


INTRODUCTORY ABSTRACT from the April 


The Birth of Clinical Organ Transplan- 
tation* Thomas E. Starzl, MD, PhD, FACS. 
From the Thomas E. Starzl Transplantation 
Institute, University of Pittsburgh Medical Cen- 
ter, Pittsburgh, PA. 

A consensus panel convened in March 1999 at 
UCLA to identify the principal milestones lead- 
ing to the clinical applications of organ trans- 
plantation. The first turning point focused on 
acquired tolerance to allogeneic tissue. The ani- 
mal tolerance models were the direct precursors 
of bone marrow transplantation. 

The second turning point focused on organ 
tolerogenicity. Tolerance was effected by total body 
irradiation, pharmacologic immunosuppression, 
and adrenal cortical steroids. Using varying com- 
binations of these modalities successful transplan- 
tation of kidney allografts resulted. 


challenged leadership in the realm of transplan- 
tation of the liver. With persistence and energy 
that are unmatched, he took the field from con- 
ception, to embryonic phase, to infancy, and, ulti- 
mately, to routine. 

But perhaps most importantly, Dr. Starzl ac- 
companied his technical and pharmacologic ini- 
tiatives with a well-articulated philosophy about 
the entire field of transplantation. He has served 
as both the pastor of an ever-expanding flock, 
and as an influential and evangelical theologian 
in the temple of transplantation. 


Dr, Schwartz is Distinguished Alumni Professor, Uni- 
versity of Rochester (NY) Sc/700/ of Medicine and Den- 
tistry. He is also Editor-in-Chief of the Journal of the 
American College of Surgeons and a Past-President of 
the College. 


lead article 


The liver was the next organ to be trans- 
planted with success. Over the years the success 
rate was improved with the use of cyclosporine 
and tacrolimus. Successes were subsequently 
reported for heart, lung, pancreas, and small 
intestine. Bone marrow and organ transplanta- 
tion are mirror image procedures that induce 
reciprocally modulating immune reactions: 
HVG and GVH. It is possible to spell out the 
meaning and mechanism of allogeneic tolerance . 
It may allow for the formulation of approaches 
to allotolerance induction and strategies for 
xenotransplantation. 
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